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‘* Speriamo "’, said Lucrezia with a sigh. *‘ Pazienza ’’, cried 
Angelo. ‘* We have stood up to a great deal, we can stand 
what is to come whether it’s poverty or plenty, for we have 
learnt the most useful of all accomplishments, which is to 
survive.”’ 

Private Angelo, by Eric Linklater 


Att men like celebrating anniversaries, ourselves no less than 
others. With the old year the HEALTH EpuCcATION JOURNAL com- 
pleted its first decade and the Central Council for Health 
Education its quarter century. Those who founded the Central 
Council and have supported it with faith, ideas and money during 
its youth will derive some satisfaction from this evidence ol 
vitality. The history of the Council covers a very significant 
period of health education in this country and it seems to us a 
proper occasion to look back and see whence our specialty has 
come, why it was needed and how it gradually developed its 
present scope. 

One of the first clear thinkers in this field was that mistress of 
social sensibility, Florence Nightingale. We make no further 
mention of her contribution to health education in view of our 
good fortune in having her most excellent biographer, Mrs. Cecil 
Woodham-Smith, to do it for us. Miss Nightingale’s principle of 
helping people to help themselves, and her brilliant suggestions 
on how this can be done were largely ignored by all but a few of 
her contemporaries, immersed as they were in the glamour and 
fascination of the technical advances in bacteriology, nursing, 
surgery, sanitation and the pressure for the three Rs in schools. 

Though the period is rich in educational and social philo- 
sophers such as Ruskin, Bentham, Engels, and Butler, who were 
clearly thinking along similar lines to Miss Nightingale, her 
suggestions received their most massive endorsement from a fellow 
practitioner of social medicine, Sir John Simon, who spoke of 
education thus: 

Education . . . is the one far-reaching true reformer, not the 
mere elementary school business not even . . . with some super- 
addition of bread-winning technical ability, but the education 
which completes for self-help and social duty by including wisdom 
and goodness among its objects; . . . which teaches standards 
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of moral right and wrong, acts orthopaedically on the twisted 
mind and applies its own hygienic discipline to the shaking palsy 
of purposeless life. Education in that sense is not something 
which one man can receive passively from another, as he might 
receive an inunction or a legacy, but is something which his 
own nature must actively grow forth to meet. It is in truth a 
process of fertilisation ... a process in which fructification 
requires time.* 

At the turn of the century many factors were combining to 
cause thinking people to realise that sanitation was not enough. 
The quality of the volunteers for the South African war was 
alarmingly poor. ‘he Education Act had been in operation long 
enough to produce a young generation of readers and a modern 
popular newspaper, Northcliffe’s Daily Mail. ‘The examples of 
Budin and Dufour, who started their “ gouttes de lait” in France, 
was being taken up here and there in England. 

Perhaps one of the most important practical expressions of this 
ferment, and one that would have appealed strongly to Miss 
Nightingale, was the St. Pancras School for Mothers, which 
opened in 1907. The idea of the founders was to, teach not only 
infant care but all the skills involved in good home-making. ‘The 
St. Pancras School was a success from the start and the idea 
spread fairly rapidly. A few voluntary and municipal authorities 
started infant welfare clinics and applied for and received grants 
in aid from the Board of Education to carry 6n “ educational 
work”. Hygiene teaching in schools followed soon after the 
passing of the Maternity and Child Welfare Act in 1918 gave 
great prestige to this form of preventive medicine, and the 
establishment of maternal and child welfare clinics all over the 
country took place rapidly. It was in these clinics that those 
who were seriously concerned about health education saw their 
great Opportunity. 

The foundation of such health educational bodies as the 
National Association for the Prevention of Infant Mortality 
(1906) and the British Social Hygiene Council (1914) was a clear 
indication of the growing awareness that an extensive sector of 
the front line of public health was not manned. The tactics and 
strategy were not understood, the troops were untrained. The 
early post-war period was one of tremendous enthusiasm and 
experiment, of trial and, we now think, much error. Crude 
appeals were made to the competitive instincts of parents, and 
such things as baby shows flourished. Publicity in the form of 
posters, pamphlets, and public speeches of a didactic type became 
common. 

Though the early history of health visiting is still wrapped 
in an aura of mythology, it was during this period (1919) that 

*Summary of a rich and lyrical passage from English Sanitary Institutions. 
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health visitors first received recognition by qualification, con- 
stituting perhaps the most significant practical endorsement c. 
the experiment which Miss Nightingale inspired in Buckingham- 
shire in 1892. In many areas “ teaching mothers” by talks at 
clinics and in the home was recognised as the primary function 
of health visiting. 

It was probably these circumstances which suggested to 
Sir Allen Daley, Dr. Fenton, Sir George Elliston, and others 
the idea of a co-ordinating body of experts who would assist local 
authorities with both general and maternal health propaganda, 
as it used then to be called. They received support from the 
government and from medical officers of local authorities all ovei 
the country, and on September 26, 1927, the C.C.H.E. was born. 

The first 10 years of our existence could well be called the era 
of propaganda. Health education was realised mainly in terms 
of mass publicity on all fronts. Ad hoc exhortations were directed 
at the public following closely the patterns of commercial adver- 
tising. In addition much energy and .ingenuity was expended 
on exhibitions and displays of all kinds, and even on carnivals. 
These bursts of energy became organised and concentrated in the 
form of health weeks. After months of devoted preparation by 
the health department staff a procession and an exhibition on 
various subjects was held; speeches by eminent doctors were 
made to the local population ; films were shown and success was 
estimated by thousands of heads. But often after the storm came 
the calm. The exhausted promoters were frequently only too 
glad to settle down and forget health education until the next 
“ week” should break upon them in a year or two’s time. 

Whatever effect these forms of publicity may have had on the 
public, however, they certainly had an effect on the promoters. 
Much was learnt by collecting the information and material ; the 
problem of visual presentation was faced, however crudely ; all 
sorts of people had to be approached for co-operation—doctors, 
editors, and commercial people. These leaders of public opinion 
became involved in a committee and were given a better -under- 
standing of health matters. Finally, of course, there was the 
opening of the event, at which the mayor and other important 
dignitaries publicly identified themselves with the project. 

In spite of the valuable lessons learnt by these early exploits 
many of those most concerned with health education came to feel 
that mass publicity methods were expensive and relatively in- 
effective in changing people’s health habits and beliefs, and that 
health education would have to be planned on a more personal 
basis. Commercial publicity is designed primarily to create 
“ wants” in people and was therefore a useful starting point for 
long-term activity: it was not an effective way of educating people 
to solve their problems. 





The most important development of this changing attitude to 
health education was the increasing employment and allocation 
of health visitors to educational work. Little effort was made, 
however, to qualify them for the job. It was assumed, as it still 
is for doctors, that these skills were unimportant and could only 
be learnt by trial and error. A certain number of leaflets and 
posters of an impersonal kind on general health, prevention, and 
treatment were produced to back up their personal advice and 
for general distribution, but little or no advice was given on 
their proper use. 

Looking back on this period it is interesting to see the changes 
in attitude which have taken place in publicity material—how 
the recitation of facts, often with qualifications, has given way 
io simple suggestion, how emotional appeal is gaining over 
authoritarian command ; how the personal and universal values 
such as babies, beauty, success, conformity, self-sacrifice and 
emulation are being substituted for exhortations and generalisa- 
tions about health and disease. How fear has given way to 
humour and garrulousness to brevity. 

The late war created a tremendous sense of urgency in, the 
health education field, and though the publicity methods were 
stepped up it was now fully realised that they were quite inade- 
quate to cope with personal problems like nutrition and the 
changing of food habits, venereal disease and promiscuity, be- 
haviour problems and mental health. Something more intimate, 
provocative and demanding was required. This meant people, and 
there were few in any way trained to do the work. Great efforts 
were made to find doctors, teachers, nurses, political and univer- 
sity men who could talk to meetings in factories, clinics, schools, 
fnd anywhere people were gathered together. This aspect of 
health education increased so much that in the peak years of the 
war the C.C.H.E. was responsible for many thousands of meetings 
a year. The new personal approach convinced people for the 
first time that it was really worth spending money on health 
education, and as a result of the increased support the C.C.H.E. 
received in funds from central and local authorities it was able to 
develop and experiment in this promising field with security. 

The Services also took up health education with energy, and in 
many cases with great originality of method. 

It was to act as the professional journal of all these new recruits 
that the HeavtH Epucation JourNat started publication in 1943. 

At the end of the war health education had established itself 
firmly as an essential branch of social medicine and it was clear 
that its manner and technique were applicable in clinical medi- 
cine, after care, and preventive psychiatry as well. 

As a result of this changed status of health education since 
the war the Central Council has become more and more con- 
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cerned in the training of professional health and education 
workers and less with direct programmes for the general public. 
How to raise the level of interest and response in those we sought 
to educate, how most effectively to get ideas translated into action 
and behaviour—these were our great problems. 

Our confidence in the efficacy of the old didactic methods, 
the expert giving a talk and telling people what to do, had been 
shaken ; new and highly relevant approaches had been developed 
during the war by organisations such as the Army Bureau of 
Current Affairs. 

For lectures to be effective the lecturer must be a star performer 
as regards either matter or manner. Few are blessed with either 
of these endowments and most must be content to recite infor- 
mation which could better be read from a book in a way which on 
the stage would be called “ham”. Such a method of communica- 
tion, we felt, was no longer the most likely to stimulate an ener 
getic response from people. How to teach the teachers, therefore, 
became the council’s first concern. 

Refresher courses were arranged all over the country for 
doctors, nurses, teachers, sanitary inspectors and those concerned 
with child or adult welfare work to study the content, method and 
media, but most important of all, the manner, of health educa- 
tion. In the development of our methods for both professional 
people and laymen we therefore concentrated on tutorial dis: 
cussion methods and lecture-discussion conferences involving the 
maximum student participation, with the addition of visual 
presentation wherever possible. 

The approach created much resistance at first because it did 
not fill notebooks. People said they had come to listen to the 
experts not Miss Jones ; it was a waste of time, often frustrating. 
We persisted in the development of the group discussion approach 
and the example is now bearing fruit. Health educationists more 
and more are forming small groups in existing organisations, such 
as Clubs, schools, kitchens, clinics and even prisons, to study prob- 
lems of general and local interest to the group. Other workers 
have set up groups such as young mothers’ clubs or groups of 
patients suffering from diseases such as diabetes where after care 
requires long-term detailed education. 

Pari passu with these developments our interests and those of 
many physicians have been turning to difficulties involved in 
giving instructions to patients of various ages and intelligence. 

It is not possible to give more than the briefest examples of 
these new trends in health education, but it will be clear from 
the few quoted that the aim is to involve people and organisations 
in thinking out their health problems and reaching their own 
solutions with the assistance of trained health educationists rather 
than trying to teach didactically the facts or opinions of the 
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teacher. We are not unaware that superficially this seems much 
more difficult, and many will not attempt it; our experience, 
however, has taught us that Sir John Simon was right in saying 
that education is a two-way process and that this approach is 
not only more effective for the student but more rewarding for 
the teacher. | 

These trends and the growing numbers of people involved 
have demanded new services from the Central Council designed 
to back up the health educationist. In the last two years an 
information section intended to serve health educationists and 
publish a six-monthly digest of relevant facts and opinions has 
been developed ; the consultative service on all aspects of health 
education from exhibitions to personal health questions has been 
expanded. In addition all kinds of visual aids are produced and 
a fairly comprehensive range of over 100 booklets, leaflets and 
posters is available. 

Owing to the considerable growth in inquiries from abroad 
over the last few years, the Council applied to become a body in 
official relations with the World Health Organisation and was 
accepted in 1951. Our international commitments have steadily 
increased and correspondence with organisations and individuals 
all over the world has proved mutually so valuable that the 
Council has been considering for the past two years the intro- 
duction of an associate membership scheme for overseas countries. 
After extensive consultations it was finally introduced in 
September of last year and a healthy nucleus of members has 
already been established. 

As it enters on its second decade with a “new look” the 
HeatTH Epucation JourRNAL will attempt to fulfil these wider 
practical requirements of health educationists, and will in future 
contain two new features: “ Refresher”, which will attempt to 
give a comprehensive picture of current views on subjects of most 
common concern to health educationists in their daily work ; and 
“International Report "’, which will describe. briefly the aims, 
achievements and problems of our colleagues all over the world. 

We hope that in our efforts we shall continue to receive the 
active help and criticism of our readers. 











FLORENCE NIGHTINGALE AND 
HEALTH EDUCATION * 


BY CECIL WOODHAM-SMITH 








Ir is delightful to have a chance of associating Miss Nightingale’s 
name with something other than nursing. A very curious fate 
has overtaken Miss Nightingale, she has as it were become lost, 
and almost disappeared in her own fame: her fame as the founder 
of modern nursing. No one, of course, could deny that Miss 
Nightingale’s work for nursing was the most important work she 
did in her life, but she had other activities, and ideas connected 
with other subjects, especially with social service, and it is a most 
excellent thing that they should be brought out and examined. 

With regard to social service there are two aspects to consider 
where Miss Nightingale is concerned and they are both equally 
interesting. There is first of all her experience of social service, 
and secondly there are the ideas she derived from that experience, 
what one might call her philosophy of social service ; and when 
we come to consider her philosophy we shall find that the prob 
lems she met have never yet been solved and that her reflections 
and conclusions are of the greatest possible interest to-day. 


Lady Bountiful 

Historically when Miss Nightingale was a girl in the eighteen- 
thirties social service had not been invented, it was not a phrase 
anyone used. ‘The word which was on everyone’s lips was charity. 
Now one of the most remarkable things about the Nightingale 
family, and they were a most extraordinary family, was their 
habit of writing everything down and keeping it. This did not 
only apply to Miss Nightingale but to every member of the 
family. As a result of all this hoarding and writing there is 
preserved among the Nightingale family papers a remarkable 
picture of what one might call the Lady Bountiful period. This 
was the period in which Miss Nightingale grew up and het 
experience of her mother and her mother’s friends had an enor- 
mous effect in forming her ideas. 

Miss Nightingale’s parents were rich, they owned two country 
houses and Mrs. Nightingale regularly visited the poorer 
cottagers on both their estates. This is how the visit took 
place. Mrs. Nightingale had a special basket made with six 

*The substance of a lecture delivered to the guests of the National 


Association for Mental Health on July 3, 1952. 
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compartments, each of which held a delicious dish made by her 
cook, and Mrs. Nightingale’s cook was famous. This basket was 
greatly admired and it was copied by several of her friends. She 
paid her visits in a carriage accompanied by one, or sometimes 
two, footmen who carried the basket. One of the footmen 
knocked, the woman came to the door, Mrs. Nightingale removed 
one of the dishes from the basket with her own hands—this was 
a very important point—and presented it to the woman with a 
few kind words and half a crown. She never went inside the 
cottage because she was afraid she would catch something. 

Now the young Florence, and indeed all the girls of her class, 
were warmly encouraged to undertake this kind of visiting, and 
for, what seems to us now, the most curious reason. It was 
thought a good thing for Florence, and other girls of her period, 
to see how miserable, poverty-stricken and diseased other people 
were in order that they might appreciate their own prosperous 
and fortunate lot. This was carried to such a pitch that quite 
young children were taken to view scenes of poverty and misery 
with the idea of improving their behaviour in the nursery. Of 
course the effect on the young Florence was very different from 
her mother’s hopes. She went into the cottages and began to 
work in them. She tore the beds apart, she washed the children’s 
faces, she turned out great heaps of rags and rotting potatoes 
from under the beds, she attacked what she called the “ black 
filth ’ of rural slums. 

To appreciate what her family felt one must remember the 

immense gulf which at that time separated the well-to-do from 
the rest of the world. In the Nightingale’s house, as in nearly 
all similar houses at the time, the butler always washed all the 
change that came into the house, the pennies, halfpennies, six- 
pences and shillings, before the family touched it. As for Miss 
Nightingale’s friends and contemporaries, they did not think she 
was in any way wonderful or heroic, they thought she was 
demented. A letter which was written by Sidney Herbert’s sister 
deals with Miss Nightingale’s work among the cottagers. “I 
should say that two-thirds of the women I know have no more 
got Flo's stomach and case-hardened olfactory organs (Flo doesn’t 
know the vocation of a nose!) than they have got her brain. . 
. Imagine my mother considering she,ought not to leave a cottage 
where everything was in a muddle till she had swept the hearth, 
re-dressed and combed a child of two, doctored the husband’s sore 
legs, etc. I should look upon it as tasteless, tactless and even 
useless. . . . I remember Flo going every day (in the very teeth 
of poor Mrs. Nightingale and a houseful of company) to rub an 
old woman in her bed, and I thought to myself, what would my 
father have done, had he known it and had Flo offered to cut the 
bread for him at breakfast. Joking apart, isn’t Flo cracked? ” 
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Miss Nightingale at the age of 30 with her tame owl Athena 
(After a drawing by her sister Parthenope, Lady Verney 


(Reproduced by permission of Messrs. Constable & Co. Ltd. 








*“Benevolence Must be Educated” 


Now from these experiences, from her personal dealings with 
thg cottagers, and from watching the activities of Lady Bountiful 
in the person of her mother and her mother’s friends, Miss 
Nightingale acquired two important ideas. The first concerned 
what we to-day call social workers. ‘Those who, in Miss 
Nightingale’s words, “ wish to lighten the load of suffering in 
the world”, must be trained. As I expect you know, Miss 
Nightingale had the habit of writing down her thoughts in what 
she called private notes, and she kept all these notes, as she kept 
every scrap of paper. She had too a habit, when a thought 
struck her as be.ng important, of writing it down, not once but 
several times, and over and over again she writes down this 
phrase “ Benevolence must be educated”’. Generosity was not 
enough, good intentions were not enough, the giver must be 
trained to know how to give. She wanted for instance to see her 
mother’s charity replaced by a distribution through a worker 
trained in the district to understand the needs of the people of 
that district. ‘This is an idea which to-day is taken for granted, 
it has become a commonplace, but that is the fate of new ideas 
which happen to be true. At the time when Miss Nighting- 
gale as a girl reached the conclusion for herself, it was nothing 
short of revolut-onary. 

Her early experience not only convinced her of the importance 
of training but also of the importance of securing the right 
person to be trained. She did not want any Lady Bountifuls, 
and it was an age of Lady Bountifuls. She would not have the 
emotional, the easily touched, the indiscriminate. She wanted 
the persevering, the hard working, the people who kept appoint- 
ments and answered letters. She even went further and was 
averse to undertakings which were financed by individuals and 
therefore subject to the caprices and prejudices of individuals. 
I think she would probably have been in favour of a degree of 
socialisation. She repeatedly refused offers of sums of money, 
and often temptingly large sums, from individuals who were 
inexperienced but had been seized by a sudden enthusiasm to 
forward her work. “I have burned my fingers too often at that 
kind of fire’, she wrote. She preferred to work with the insti- 
tution, the organisation, even, she sa:d, the committee. 

Though she was afraid of undertakings depending on and 
managed by individuals, the second idea, on which she laid even 
more emphasis than on the first, was the overwhelming impor- 
tance of the personal and human element in social work. 


“The aim of the worker ’’, she wrote, “ must not be to alleviate 
but to educate, and she can only do this by becoming the friend 
and confidante of the people for whom she is working.” She 
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must never criticise, she must never scold, she must never lay 
down the law. “She must never”’, these are Miss Nightingale’s 
own words, “ for instance say, there are potatoes under the bed, 
they should not be there, take them away, or, this bed liner? is 
filthy, take it away and wash it and make the bed afresh. If she 
does this they will wish only that she should never come into the 
house aga-n. But she must quietly put things right by doing 
them herself, and when the family with whom she is working 
see her way is better, they will follow her example.” When Miss 
Nightingale was a very old lady she was asked for advice about 
starting a health scheme in Buckinghamshire, when many of the 
villages were very backward as regards hygiene. “It is quite 
useless "’, she wrote, “to send round and lecture, because people 
don’t like being lectured! Let someone go and live among the 
women, and become their friend.” 

This idea of the union of the institution, the society, or indeed 
the government with a highly personal method of administration 
seems to be well worth thinking over to-day. Because we have 
come to assume, to an even greater degree than it was assumed 
n Miss Nightingale’s day, that there is a choice, and that you 
either have to have Lady Bountiful, who knows everyone in the 
village but is indiscriminate and apt to be unreliable and not 
always a good influence with her basket of good things to eat 
and her patronage and her half crowns, or if you don't want 
patronage you have to put up with an inspector, who knows no 
one, with a multiplic:ty of forms. But Miss Nightingale believed 
that the two should and could be united. 


Small Beginnings 

She believed that this could be done in two ways, first by the 
personal approach of the worker, but also by avoiding grandiose 
schemes. She never could see why because a scheme was intended 
in the end to be large it should be started in a big way. She 
wrote * The small beginning, the simple hardship, the s-‘lent and 
gradual struggle upwards, these are the climate in which an enter- 
prise really thrives and grows”. She spent a great deal of time 
in her later years trying to discourage the Government, especially 
the Government of India, from embarking on large-scale pro- 
jects. For instance, she was asked to formulate a scheme for 
introducing nurses into Indian hospitals, and she drew up a 
plan which involved starting with 15 nurses in three hospitals 
only. When officials blew the scheme up into an immense. under- 
taking involving hundreds of nurses and almost every hospital 
in India, she withdrew. When she was work’ng for irrigation 
in India she thought she had convinced the Viceroy Lord Mayo 
of the urgency of starting a small irrigation scheme in Bengal. 
She had convinced him too thoroughly and to her horror he sent 
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her a scheme, which she described as visionary, for providing 
every peasant in India with water. Again she withdrew. 

When schemes for expending the Night:ngale Fund were being 
discussed she was pressed to undertake something very different 
from what in fact she decided upon. She opened a small school 
for nurses at St. Thomas's Hospital with 15 pupils. This was a 
disappointment to a great many people, they had wanted some- 
thing more sensational. She describes how she was overwhelmed 
with schemes, most of them taking the form of a large bu:Iding 
with an impressive facade, crowned by a statue of herself, which 
would accommodate nurses not by tens but by hundreds. She 
refused to be persuaded and stuck to her small school of 15 
carefully chosen pupils. 

After a comparatively short time she was faced with a much 
more difficult choice. The Nightingale School was an immense 
success, trained nurses were being asked for on all sides, and it 
was obvious that her small school was not training nearly enough 
nurses. She came in for a great deal of very sharp criticism. 
It was said, which was perfectly true, that there were not enough 
nurses to go round ; that opportunities were being neglected ; 
that a very great deal of good that might be done was not being 
done; and it was said that Miss Nightingale was holding the 
whole movement back because she wanted power, she wanted to 
keep everything in her own hands, she was in fact jealous. She 
was urged, even by her intimate frends, to let down her stan- 
dards because the need was so urgent, to train nurses by the 
thousand, not to be so particular about the girls she took as 
probationers, to establish other and larger training schools not 
directly under her control. She refused to be moved. She wrote, 
and according to her custom she wrote not once but several times, 
‘ People think some great thing can be established in six months, 
though experience shows it is essentially the work of centuries”. 

Patience, toil, adaptation, experiment, these are the words she 
uses over and over again when writing of enterprises of social 
work. And no beginning was too small. Just as she herself as 
a girl had not waited to organise a scheme for cleaning up the 
rural cottages but had gone into them and worked in them her- 
self, so she bel‘eved in an active beginning. When schemes were 
submitted to her, for instance for providing playgrounds for 
London children, or reading rooms for soldiers, or convalescent 
homes for nurses, she used to say, “ Well, why don’t you start ”’. 
People who knew her say that the hero she constantly held up 
as an example, and she repeatedly mentions him in her letters, 
was St. Vincent de Paul, who with no money and with only three 
poor women to help him began working among the sick, and 
from that beginning built up the greatest nursing sisterhood in 
the Catholic Church. 
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Her Love for the Race 

A great deal of Miss Nightingale’s patience came from her 
attitude towards the people for whom she was working. This 
attitude was very unusual, and it is one of the keys to Miss 
Nightingale’s personality. She was quite uninterested in the indi- 
vidual, she cared only about the race. She had a natural kindliness 
just as she had great natural humour, and she had excellent 
manners, but the individual case meant very little to her, the work 
was everything. Benjamin Jowett, the celebrated Master of 
Balliol, was one of her intimate friends—in fact he had once 
wanted to marry her, and he said that she was the only person he 
had ever met in whom public feelings were stronger than private 
feelings. Miss Nightingale, after a long discussion with one of her 
cousins, said of herself with a degree of surprise that she d:dn't 
think that in her life she had ever had what was called a personal 
feeling. But she was also an extremely emotional woman, she had 
an enormous power of feeling. ‘That emotion was not directed to 
the ordinary experiences of life but to columns of statistics, to 
details of diet and hospital construction, to facts. Miss Nightingale 
said she didn’t know what was meant by a dry fact. 

No attempt to sketch some of Miss N‘ghtingale’s experiences 
and ideas about social service could omit some mention of her 
extraordinary humour. It is not simply that her humour Ightens 
the dullest and most tedious documents, but it enables her to 
pierce to the heart of a problem and to brush aside what is trivial 
and conventional, and no doubt the fact that she could always 
laugh was the reason why she survived. For instance, Queen 
Victoria suggested she should send some eau de cologne for the 
use of the troops in the hospital at Scutari; Miss Nightingale 
said someone had better tell her the troops would prefer a little 
gin. A sergeant sent in a message that he would like her to write 
to his wife, and she sent back a message that he had better tell 
her which wife. ‘‘ Sometimes”, she wrote, “I wish I were dead, 
but then I remember there will be even more people in the next 
world than in th’s.”. When she was introducing nurses into 
military hospitals she received an application from an enthusi- 
astic young lady who said she had had a passion for soldiers all 
her life and now wished to get her bread by it. “ Now how 
would you construe this?” wrote Miss Nightingale in the margin. 

Perhaps it is only a person with such extraordinary detachment 
and humour who could write as she did on the margin of a long 
and complicated complaint from an official in India. In India 
Miss N'ghtingale met with enormous opposition and even when 
she had managed to get measures for health and sanitation passed 
by the Government, she found them blocked by officials. “I 
wonder what Christ would have done”, she wrote wearily, “ if 
He had had to do his work through Pontius Pilate.” 
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Now it is really rather difficult to penetrate to what Miss 
Nightingale was because so many of the reports of people who 
knew her are extraordinarily prejudiced. She provoked tem. 
pests of emotion, people would meet her and come and sit 
on her doorstep and ask to be allowed to devote their lives to 
her. She herself observed that she seemed to have a hook in 
her back for mad women to hang themselves on. But fortunately, 
just before she went to the Crimea, she met a most able observer 
in Mrs. Gaskell and more fortunately still Mrs. Gaskell spent 
several days at Lea Hurst while Miss Nightingale was there and 
wrote two long descriptions of her to her friend Catherine 
Winkworth. At first Mrs. Gaskell was enraptured and then there 
is no doubt she was chilled. Florence had given up her work 
among the villagers when she got her first hospital appointment 
at Harley Street. She could not do both, she said, and she 
would not go and see the villagers although they doted, says 
Mrs. Gaskell, on her. “One poor woman lost a boy seven years 
ago and F.N. went twice a day . . . the mother speaks of F.N. 
as a heavenly angel. Yet the father of this dead child—the hus- 
band of this woman—died last 5th of September, and I was wit- 
ness of the extreme difficulty with wh:ch Parthe induced Florence 
to go and see this childless widow once while she was here ; and 
though the woman entreated her to come again she never did. 

. . This exactly tells of what seems to me to be the want—but 
then this want of love for individuals becomes a gift and a very 
rare one, if one takes it in conjunction with her intense love 
for the RACE.” 

This intense love for the race, for humanity, is the key to 
Miss Nightingale’s social work. It is also the secret of her amazing 
success, and the reason why a number of people, like Mrs. Gaskell, 
find her chilling. Unhampered by the claims of individuals she 
was extraordinarily far-seeing, and extraord:narily immovable. 
She looked to the future and she did not hesitate to sacrifice the 
individual to the future good. She could insist on her nurses 
at Scutari remaining deaf to the cries of the wounded until the 
doctors requested the nurses’ help, she could insist on her nurses 
leaving starv-ng men unfed until they received the doctors’ orders 
to feed them, because she knew she must for the future establish 
the principle that the nurses were to obey the doctors. She could 
leave hospitals unstaffed and let patients perish because she 
could look to the future and see that the success of the nursing 
profession depended on the standards of nursing being kept high, 
and she must not flood the hospitals with makeshift nurses. 
It is the secret of her greatness but it did not make for popu- 
larity. As Mrs. Gaskell wrote, “ She has no fr°end—and she wants 
none. She stands perfectly alone half way between God and 
His creatures.” 
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THE BIRMINGHAM 
HEALTH EDUCATION SERVICE 





By the Staft of the Health Education Section 


of the Health Department, City of Birmingham 





THe great importance of health education has long been recog- 
nised in Birmingham, and in 1943 a Health Education Sub- 
Committee of the Health Committee was formed and two 
specialist lecturers were appointed. Thus the Health Education 
Section of the Public Health Department was initiated to become 
the mainspring of the educational work which is carried: out 
as part of the normal duties of so many officers of the department. 

At the beginning the work of this specialised unit consisted of 
arranging and giving talks in schools and to youth and adult 
groups throughout the city. During the subsequent years there 
was a rapid increase in the demand for lectures on health sub- 
jects, and more and more schools were gradually added to the 
list. The work of organising and giving these talks was con- 
siderable and by 1947 the staff had been increased by three to 
deal w.th the rapidly increasing volume of work. ‘The health 
education staff now comprises two health visitors, three male 
lecturers and two clerks (with artistic ability) working full-time, 
together with one part-time clerk and one part-time shorthand- 
typist. The organisation of the work is carried out by one of the 
two health visitors jointly with the senior male lecturer. 

The basic field work in health education is of course done, as 
usual, by the medical officers, or health visitors and sanitary 
inspectors during the course of their home visits or clinic 
activities. Many also assist by lectur:ng in the official pro- 
grammes organised by the Health Education Office. 

An intimate liaison is maintained between those specialising 
in health education and all the other field workers in the depart- 
ment, and much of the teach:ng material is prepared as a result 
of their joint efforts. There is in fact a continuous two-way 
exchange of information, the specialists in health education dis- 
seminating their knowledge throughout the department and 
receiving in return information about the changing ep:demio- 
logical patterns and guidance concerning the lines along which 
the effort in health education should be directed. 

‘The value of new visual aids, such as films, film strips, models 
and posters is assessed by specialists and field workers jointly, 
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and the discussions upon them provide useful material for a 
verbal commentary when the aids come into general use. 

The Health Education Section is a valuable source of infor- 
mation and assistance for all the field workers in the Health 
Department, who very frequently apply for appropriate visual 
aids, books, periodicals or leaflets from the collection which the 
sect.on has produced and maintains for this purpose. Teaching 
material designed for a particular lecture can also be prepared— 
a service which is invaluable to the department as a whole. 

The Health Education Section raises the standard of teaching 
throughout the department not only by acting as a library for 
basic information and visual aids, but by advis:ng individuals 
upon the manner in which to present their subject matter, and 
by arranging general courses of instruction upon such subjects as 
public speaking, poster design, household management, psycho- 
logy of teaching, discussion group technique, etc. 

A flannel graph illustrating the control of tuberculous infec 
tion has been prepared chiefly for use by the tuberculosis v:sitors 
who, in particular, have a most profitable liaison with the Health 
Education Section. 

The hygienic handling of food has an important place in health 
education, and the medical officer who superv.ses this work in 
the city also keeps the section informed about the lines along 
which he is directing his own activities so that they can receive 
additional impetus through health education. 

The special section is also valuable in the epidemiological field, 
being in a position to give advice upon prevention at appropriate 
seasons, and to disseminate knowledge through exhibitions and 
posters which are at its disposal. 

Lectures must be topical and statistics up to date for teaching 
to be effective. For example, figures published showing the high 
mortality rate from home accidents led to the addition of this sub- 
ject to the list of lectures given by the staff. To supplement this 
lecture a film strip on the prevention of accidents in the home 
was made by the department. Many of the figures for this film 
strip were taken from the analysis of the causes of 2,900 accidents 
referred to the Birmingham Accident Hospital (Lancet, February 
18, 1950), thus giving local interest to the film strip. 


Visual Aid 


The finding of suitable simple visual aids forms an impor- 
tant part of the work. Every lecture is illustrated with 
visual aids of one kind or another. Unfortunately, for reasons of 
economy, it is not often possible to show movie films. The 35mm. 
film strip is, however, used as a substitute, together with a suitable 
projector. There is not a sufficient variety of strips available 
to fulfil the special needs of all our lectures, so it became neces- 
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sary to make our own. The sketches for the films are drawn 
by the two clerks, who are interested in this work. When all 
the sketches are completed they are sent away to firms specialising 
in this kind of work. ‘Iwo of the film strips (Clean Food and 
Prevention of Accidents in the Home) made by the Birmingham 
Health Education Office, are in colour. At the present time the 
department is in the course of making a film strip of the Birming- 
ham Health Services. Photographs have been borrowed, and in 
a few cases new photographs have been taken from different 
sections of the Health Department. A suitable script will be 
arranged for each frame. This will, of course, be in monochrome. 

The flannel graph is one of the most convenient and inexpen- 
sive visual aids in use. It can be used to illustrate any subject, 
and already flannel graphs have been acquired on such subjects 
as posture, food values, clean food, heredity and the develop- 
ment of the embryo in utero. Headings for lecture notes may 
also be transferred to a flannel graph, thus saving laborious note 
writing on the blackboard. The flannel graph is very easy to 
make. A piece of very strong cardboard, about the size of an 
ordinary blackboard, is covered with dorset crepe or other black 
material with a somewhat rough surface. Drawings or pictures 
from magazines (in the case of food) are cut out and backed with 
dorset crepe or lint. The cutouts are placed on the background 
of black crepe, as required. ‘The two surfaces of material (dorset 
crepe) adhere quite well in the vertical position. 

Model demonstrations are also used in the teaching pro- 
gramme. Food trays depicting various balanced meals have been 
prepared by the staff—the food being modelled in glitter wax 
together with other suitable materials. For example—meals for 
children of 1 to 2 years have been prepared showing the impor- 
tance of protein in the diet and also diets for the expectant 
mother containing extra protein and protective foods. With 
this form of exhibition the planning and presentation of meals, 
in addition to the nutritional value, are demonstrated. Full-size 
artificial food, made by a commercial firm, is arranged to show 
the three food groups constituting a balanced diet, namely, body 
builders, heat and energy foods and protective foods. 

A model house has been made in plywood. This can be 
adapted with different furnishings and explanatory labels for 
such demonstrations as: the care of the old person in the home ; 
the prevention of infection in the home; and the care of the 
tuberculous patient in the home. There is also a model demon- 
stration on a larger scale which is used mainly for displays on 
the prevention of home accidents. Some time ago a city store 
allocated a window to health education for a period of a week. 
The above models were used with considerable success. 

Posters appropriate to the season, or the current epidemics, 
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are displayed in the libraries, baths and other public places 
throughout the city. These are changed every six weeks or so. 
Poster competitions are held from time to time. All members 
of the staff are eligible to compete and prizes are offered for the 
best posters. 

In the production of visual aids great care is taken to make 
the approach through health and not disease. Every effort is 
made to present subject matter in a simple and straightforward 
manner, and posters and film strips which are calculated to 
stimulate action through fear are carefully eliminated. Details 
of the production of new visual aids are discussed at the weekly 
staff meetings, where, for example, each frame of a new film 
strip is carefully analysed so that the final product will get its 
message across without the stimulus of fear. At the same time 
new health education proposals are also d:scussed. 

The method of approach to the public must be essentially 
simple, for misinterpretation’ is one of the pitfalls of health 
education. Simplification is, therefore, the final polish given to 
all lectures and to all visual aids made in the department. In 
teach-ng stress is placed on health and the approach is through 
the normal physiological process rather than the more dramatic 
pathological patterns. 


Scope of the Work 


Health education talks are given in a number of schools in the 
city. The health visitors go into the girls’ schools and male 
lecturers go into the boys’ schools. Simple talks on elementary 
anatomy and physiology and personal hygiene are given to the 
11+ groups. Sex education is not given as a separate subject, 
but the reproductive system is included together with the 
respiratory, digestive and other systems. It is felt that the child 
should be given some idea in a simple way of how his body works, 
together with an explanation of the reasons for high standards of 
personal hygiene. The flannel graph is particularly useful in 
schools as the child can handle it and build up his own pictures 
under the supervision of the health educationist. 

Five Saturday morning children’s cinema clubs are visited once 
a month by members of the health education staff. Three-minute 
health talks are given to groups of about goo children. 

Mothercraft courses are arranged for the senior girls in a 
number of schools. Modifications of the above courses in 
anatomy, physiology, personal hygiene, mothercraft and other 
health subjects are arranged for the remand homes and approved 
schools in the Birmingham area. The talks have, of course, to 
be modified to suit the different education levels of individual 
groups. 
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Health visitors give regular talks and demonstrations on 
mothercraft at the antenatal clinics of three hospitals. 

Lectures, introducing a much wider aspect of health, are 
arranged for student health visitors, Queen’s nurses, teachers in 
raining, and youth leaders in training. It is hoped that sound 
ideas about health will become more widespread especially 
amongst teachers in training and the children who will even- 
tually be trained by them. 

Regular courses are also given in the continuation schools of 
two of the city stores. Numerous requests come in from various 
social and adult groups throughout the city for lectures on all 
aspects of health. The procedure in respect of the above groups 
is for the department to draw up a list of subjects on which the 
staff are prepared to lecture. ‘This list is sent out to interested 
groups and they choose their subjects from the list. 

Teaching in the city prison forms an important part of the 
work. ‘Three courses, each of 14 lectures, are held throughout 
the year for the male prisoners. A similar course is also arranged 
for the female prisoners. All aspects of health and prevent.on 
of disease are dealt with. Some visual aid is used to illustrate 
practically every talk, so as to try and interest the widely vary- 
ing psychological types. Male and female lecturers talk to both 
men and women prisoners. In addition to this course the health 
education staff contribute to the special courses wh‘ch are being 
held for women who have been convicted of child neglect. 

The following figures give some idea of the growth of the work 
from 1944 to 1951. 


Lectures Given 
1944 1945 1946 1947 1948 1949 1950° 195! 
Schools... 297. 501 407 721 1772 1819 2028 2273 
Youth G'ps. 15 =: 139 45 190 276 313 415 589 
Adults —... 50 88 163 196 386 440 553 ~»# 605 
Cinema 
Clubs . 1 4 ” 28 28 


302 728 616 1047 2438 2579 3024 3500 


Number of Lecturers Doing Health Education Work 
1944 1945 1946 1947 1948 1949 1950 1951 

Full-time Health 

Educ. Staff 14 
Sanitary 

Inspectors 
Health 

Visitors 
Medical 

Officers ... 








PUBLIC OPINION CONCERNING 
TUBERCULOSIS * 


BY S. T. DAVID 


Division of Research Techniques, London School of Economics 








[his paper presents in brief the results of a sample survey 
undertaken in the spring of 1950 in three Boroughs (Bermondsey, 
Wandsworth, and Tottenham) of Greater London to investigate 
what were the opinions of the public on various aspects of tuber- 
culosis ; in particular, what knowledge they had of its incidence ; 
how serious a problem they thought it; whether they were aware 
of measures to discover, to prevent or to treat it, whether they 
could tell how to recognise it and what misapprehensions they 
might hold about it. ‘The inquiry formed part of a more general 
investigation primarily concerned with some technolog:cal aspects 
of the sampling of human populations which was carried out 
jointly by the British Institute of Public Opinion, the Govern. 
ment Social Survey and the Div:sion of Research Techniques of 
ihe London School of Economics. The outcome of this inves- 
tigation has been reported elsewhere (Durbin and Stuart, 1951 ; 
Booker and David, 1952). 

It is hoped that the results here recorded may be of use to 
those working in the field of Public Health both as a preliminary 
to further studies and as an interim guide to the need for inform- 
ing the public. 


General Description of the Survey and Analysis 


The sampling methods used have been described in detail in 
the two papers mentioned above and the reader is referred to 
them and to a previous paper by the present author (David, 1952) 
for discussion of the represent;tiveness of the sample. In fact, 
the sample was a good representative one, but it must be borne 
in mind that the figures shown are subject, as all sample figures 
are, to a margin of sampling variation which in the present case 
would be of the order of 5 percentage points. The replies have 
been analysed separately by sex, age, income, residence and 
marital condition of respondents and according as they said they 
had or had not had fam‘ly contact with a case of tubercle ; but 
the figures for these various categories have only been shown here 


*Reprinted (slightly abridged) from Tubercle, Vol. 30, No. 3, March, 1952. 
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when they differ from the figures for the whole sample together 
by more than can be accounted for by sampling variation. 

‘The questions asked fall into five main groups and it will be 
convenient to summarise the replies accordingly. The inter- 
viewers were strictly instructed to put the questions in the exact 
form and in the exact order in which they were printed on the 
questionnaire. Each question is here reproduced with the pro- 
portionate frequencies of the various replies to it, and each ques 
tion is numbered according to its place in the order of asking. 


Questions in Group 1. Personal Experience of Tuberculosis. 


To avoid the possibility of antagonising the respondents no 
question was asked as to whether they personally had had the 
disease. But in view of the possi- 
Question 22. You don’t have to bility that their opinion on the 
answer, but would you mind matters covered might differ 
78S niiy nas aa Te? your according to whether they had 
or had not personal contact with 
| Percentage of a case, the following question 
ws was put and the replies to the 
Answers | All is og et remainder of the questions 
Y a last birthday = analysed separately for those 
Yes, now .. 6 deny-ng contact and for those 
" ‘ es | admitting it, refusing to answer 
No one ..| 78 or pleading ignorance. In order 
Don’t know | that no bias should arise from 
od — ' | a previous explicit reference to a 
- oni Sear case in the family, this question 

100 | 100 was asked last. 


Ihe lesser proportion in the youngest age group admitting to 
any contact, 12 per cent as against 21 per cent for all ages, is 
reasonable enough in view of their shorter exposure. 

It is possible here to make a rough check against known figures 
of incidence. If we suppose that the average size of “family” in 
the respondents’ minds when answer:ng this question was five 
and if there was only a single case of the disease for each admis- 
sion of contact then we would have a sample of 26 current cases 
of the disease among approximately 2,160 people or 12 per 
thousand, and this is very near the current incidence in London 
of approximately 11 per thousand. Put the other way round, if 
we assume that for each current case in London there are on the 
average five family contacts, then the London population has 5.5, 
per cent current family contacts and our sample gives 6 per cent. 
This is admittedly only a very rough check, but as far as it goes 
it argues for the representativeness of the sample. 
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Questions in Group 2. The Importance of Tuberculosis. 


The following summarises the replies to the questions in this 
group. It is to be noted that interviewers were strictly instructed 
to introduce themselves as concerned with a survey on * Health’ 
and not to mention the word tuberculosis until it arose in Ques- 
tion 4. 

In Questions 1, 2 and 3 no disease other than those listed was 
mentioned by more than 5 per cent of respondents. 


Question |. What disease would Question 3. Which next ? 
you say kills most people in this 
country ? 


Percentage of 
responden s 
Percentage = — 


Answers of all Who have 
— Answers All | had family 


Cancer .. contact 


Tuberculosis 4l ——— : 
Others .. 7 22 Cancer ch 25 36 
Don’t know . We 10 Tuberculosis | 2Il 19 
nein Polio and 
100 Children’s | 
complaints 8 5 
Others 4 25 26 
Don’t know .. 2I 14 


| 100 | 100 





Question 2. What disease would you say you think most about ? 


Percentage of respondents. 


Aged over 50 | Who have had 
| last birthday | family contact 


Cancer = | 29 15 
Tuberculosis . ie 15 45 
Others i. i" 34 25 
| 
_ 


Answers 


None .. 15 if 
Don’t know 7 4 


| 100 100 


These replies show a very considerable, even exaggerated, 
awareness of tuberculosis both as a disease and as a cause of 
death. It is notable that cancer is the only other disease which 
is mentioned spontaneously in Questions 1, 2 and 3 by more than 
5 per cent of respondents. In Tables 1V “a V are given certain 
figures extracted from the Registrar-General’s Statistical Review 
and the Report of the County Medical Officer of Health of the 
L.C.C, 

In view of these figures it is remarkable that 41 per cent of 
respondents were of opinion that tuberculosis was the disease 
which killed most people in this country; and that cancer and 
tuberculosis were equally popular in each occupying the first or 
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Table 1V. Death from Certain Causes in England and Wales, 1949 


Cause 


Cancer and other malignant tumours 


Bronchitis 
Tuberculosis (all forms) 


Number of deaths 


Male Female 
40,772 39,891 
18,446 11,987 
11,879 7,842 


Acute poliomyelitis and elicited 292 


Table V. County of London, 1949 


Disease 


Tuberculosis (all forms) .. 


Notifications of 
certain diseases 
Rates per +,000 
civil population 


2°84 


Acute poliomyelitis and polio-encephalitis et 0°20 


second place in the thoughts on d’sease of 51 per cent of respon- 
dents. Respondents with personal experience of tuberculosis in 


the family, as would be expected, show a slightly higher percent- 
age, 64 per cent, think:ng of the disease firstly or secondly, but 
with no diminution in the percentage thinking of cancer, which 


remains at 51 per cent. 


Question 19. Do you think that 
T.B. is a serious problem in this 
country ? 

Percentage 
Answers of all 
respondents 
Yes, very + A} 72 
Yes, but not very .. 16 


Question 20. Which would you 
say is the more serious problem 
in this country, T.B. or Polio 
(infantile paralysis) ? 
Percentage 
Answers of all 
respondents 
Tuberculosis 63 


No . 7 


Don’t know 5 Potto x ag: 23 


Same... -: 10 


100 Don’t know .. ; 4 





1c9 


Questions 19 and 20 were asked after a number of other ques 
tions had investigated the respondents’ opinion on various 
aspects of tuberculos:s. One might, therefore, expect the respon 
dents, with minds running or the subject, to give a fairly high 
affirmative response to any suggestion of the seriousness of tuber 
culosis. Further, the answers to these two questions will be much 
more considered opinions, subject to the above bias, than answers 


to Questions 1, 2 and 3, which aim to sk'm off the spontaneous 
reactions to a query on disease. ‘The high proportion, therefore, 
who say they think tuberculosis is a serious problem and more 
serious than polio, is as might be expected. But it is important 
to notice that as many as 33 per cent of respondents were not 
prepared to say it was a more serious problem than polio; a 
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mistaken opinion in the light of Tables IV and V, but no doubt 
due to the wide publicity lately given to the latter disease. 


Questions in Group 3. 
culosis. 


Opinions as to the Causes of Tuber- 


The answers to questions in this group may be summarised as 


follows: 


Question 4. What would you say 
is the main cause of pulmonary 
(chest) T.B. ? 


Percentage 
Answers of all 
respondents 
Colds and chills 19 
Bad housing .. at 13 
Malnutrition , I 
Heredity me - 7 
Dust or lack of fresh 
air... ny 4 
Worry ; =e 2 
Other ~ 16 
Don’t know . % 28 


100 


Question 5b. Do you think that 
poor food and not enough food 
can cause T.B. ? 


Percentage of 

respondents 
Answers | All | Men | Women 
Not asked 7... oe ft -2o 
Yes | 3 | & | 
No .. “+ | a. & 8 
Don’t know | 4 4 3 


| nenenants 
100 | 100 100 





Question Sa. Do you think that 
bad housing can cause T.B. ? 
If not mentioned in answer to 


Percentage 
Answer of all 
respondents 
Not asked , il 
2 76 
No ms a 10 
Don’t know . ie 3 


100 


Question 5c. Do you think that 

not having enough rest can cause 
Percentage 

Answers of all 

respondents 

Not asked ng 

Yes - fi 59 

No © wi 28 

Don’t know .. ; 12 


100 


Question 15. Have you any idea 
of what causes other forms of 
T.B., e.g. in joints ? 


Percentage 
Answers of all 
respondents 
Knocks and falis_ .. 26 
Dampness_... Ra 7 
Others : ~ 14 
Don’t know .. 7 54 


It is to be noted here that the sums of the percentages answer- 
ing the various categories to Question 15 add up to more than 
100, since a person mentioning more than one specific cause was 
entered under each cause he mentioned. 


These replies show that: 


87°/, of people would 


13% ” ” ” 


84°, of people would 
16° 


» ” ” 


60°/, of people would 


40% ., 5 »- Not f 


admit Bad Housing as a cause 
not) 


™: admit Malnutrition as a cause 


admit Lack of rest as a cause 





Rather more women would admit malnutrition as a cause than 
men, although for both the proportion is h:gh. 

The replies to questions about the hereditary and infectious 
character of tuberculosis were as follows: 


Question 7. Do you think that it is hereditary ? 


Question 8a. If ‘No’ to question 7 or don’t know, do you think it runs 
in families in any way? 
Question 8b. If ‘Yes’ to question 8a, in what way ? 
Answers Percentage 
Qu. 7 Qu. 8a Qu. 8b scl 


respondents 
Yes .. 


Hereditary 
Contact “F 
No j ves Common conditions 


7 Others 
Don’t know Don’t know 

No es . - sine 2 
Don’t know 


| 
Question I!. Do you think that Percentages of Respondents 
it is catching ? saying that Tuberculosis is 
(infectious, contagious) Hereditary 
Respondents 
Aged Aged Whohave 
30-39 40-49 had family 
Yes All last last contact 
No i a 1 28 birthday birthday 
Don’t know . - 6 55% 44% 65% “4% 


10 


Percentage 
Answers of all 
respondents 
66 





After analysis of the answers to Questions 7 and 8 we have 
55 per cent who think it is definitely hereditary, 20 per cent 
who think it runs in families in some way other than by inherit- 
ance, 20 per cent who do not think it runs in famil-es and 5 per 
cent who cannot give an opinion. In Question 11 it is noticeable 
how high a percentage are prepared to say definitely that it is 
not in any way catching, and in this there is no significant 
difference between those who have had experience of tubercu- 
losis’ in the family and those who have not. With respect to 
Questions 7 and 8, however, there are certain differences in the 
sub-groups ; it is possible that the age group diflerences here are 
merely reflecting the difference in opinion between those who 
have and have not had contact with a case of the disease ; that 
there were a greater number of contacts in age group 30-39 and 
a lesser number in age group 40-49 but not sufficiently so to show 
up above sampling fluctuations in the answers to Question 22. It 
remains to expla:‘n why a lesser proportion of family contacts 
consider the disease hereditary as compared with those with no 
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contact. One may reasonably suppose that a certain number of 
those who have had family contact are determined to reject any 
thought that the disease is hereditary. 


Question in Group 4. Opinions on the Incidence and Detec- 
tion of Tuberculosis. 


The following summarises the answers to questions in this 
group. 


Question 12a. Which do you Question 12b. Of any particular 
think are more liable to T.B., age group ? 


men or women ? Percentage 


Percentage Answers of - 
Answers of all respondents 
respondents Aged -29 = 7: 
Men as as oa 23 ” _— Se ie ¥ 
Women oe sha 33 ” * . -. 
Both equally ts 30 — preference wi = 
Don’t know .. #5 14 on now .. s 


100 





Surprisingly enough there was nothing in the sub-classification 
figures to suggest any differences in opinion between respon- 
dents of various ages or of either sex in reply to these two ques: 
tions. 


Question 12(a) shows a slight preponderance of opinion that 


women are more susceptible to the disease ; Question 12(b) a 
definitely widely held opinion that those under go years of age 
are more susceptible. (In 12(b) again respondents mentioning 
more than one age group have been entered for each one they 
ment:on.) 


The replies concerning symptoms were as follows: 


Question 6. Can you say what the symptoms of 
pulmonary T.B. are ? 


Percentage of respondents 


Answers | Aged over Men | Women 
50 


Coughing , ' , 25 28 
Loss of weight . ae a 22 9 
Tiredness 7. A=! ea 14 13 
Pale or flushed = a 3 13 
Short of breath : : 13 9 
Spitting blood .. 7 7 
Weakness sat i 3 7 
Night sweat... "? 4 | 
Other re re ce se 29 26 34 2 
Don’t know * = - 31 39 36 2 


Here again a respondent has been entered in more than one 
class if he mentioned more than one symptom, and the “ other 
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class includes also vague answers but no specific symptom with 
more than 5 per cent mention. There is a fairly high propor- 
(ion (31 per cent) of respondents who were not prepared to give 
any opinion. Otherwise, there is rather limited support for a 
variety of symptoms, but only an appreciable amount for cough- 
ing. In the sub-classes men and women differ over ‘ Coughing” 
and “ Loss of Weight” ; and there is among those over 50 years 
of age a drop in support for “Coughing,” and “Pale or 
Flushed.” 
‘The remaining questions in this group deal with opinions about 
examination and its availability. The replies are as follows: 


Question 13. Do you think there 
are many people who are afraid 
to be examined in case they have 
re Percentage 
Answers of all 


Question I4a. Do you think it is 
a good idea to have everyone’s 
chest regularly checked by x-ray ? 


Percentage 
Answers of all 


respondents 


respondents Yes 96 


Yes, many .... 64 Met cat ine 3 
Yes, afew .. - 16 Don’t know .. ha ; 
No My ‘A re 16 


Don’t know .. 4 100 


100 





Both these sets of replies show a definite majority opinion 
which persists in each case throughout the sub-classification. 
But the answers to Questions 14 (b), (c) and (d) below lead one 
to suppose that the opinion in 14 (a) is more a pious hope for 
some vague corporate decision than a considered aim involving 
personal action. 


Question I4b. Have you ever had yours checked ? 
Question I4c. If ‘Yes’ to 4b, about how long ago? 


Percentage of respondents 


| | In Ber- In | | 

Answers | All | mond- | Wands-| Men | Women| Aged | Aged 

| sey | worth | 16-29 | 40- 

| - -|— 
up to I year 
ago o. - | 
1-2 years ago | 
2-3 years ago | 
3-5 years ago | 
over 5 years 

ago 


| 31 | 6 | 2% 
9 | 12 
e. 2 
5 6 
4 14 
40 50 
100 =: 100 —*|f 


| 

4 

6 

ee 0 

No... ss J.) ae 
| 100 


The percentages here answering “ Yes over five years ago’ seem 
suspiciously large in all cases; they probably represent an un- 
willingness to admit having had no check and should largely be 
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included in the “ No” category. The sub-classes show an appre- 
ciably higher proportion of recent x-rays among Bermondsey 
residents and those under 30 years of age; and an appreciably 
lower proportion in Wandsworth and among those over 40. Also 
Bermondsey residents show a slightly lower proportion who never 
had an x-ray and those under 30 and men a markedly lower pro- 
portion. As regards income, those earning under {5 weekly show 
57 per cent as never having had an x-ray and those earning over 
£5 only 34 per cent. 

On the whole, then, we have, in spite of the 96 per cent of all 
classes who think everyone should be x-rayed, an actual position 
in which about half the population in general claim to have been 
done, approximately 10 per cent within the last year; but that 
the inspections have been more widespread among the young, 
among men and among the higher wage earners than among the 
old, the women and the lower wage earners. In particular, the 
Borough of Bermondsey shows a higher rate of x-ray than the 
other two boroughs sampled, especially in recent inspections. 


It would seem at first sight as if the replies given to this ques 
tion could be in large measure checked from the records of mass 
x-ray units and chest clinics in the districts concerned. This, 
however, is unfortunately not so, since the mass x-ray units deal 
with, among others, the population who work in their district 
and indeed anyone who may turn up, whereas the sample with 


which we are concerned is confined to the population who have 
their homes in the district. In an area such as London with its 
very large numbers of people who travel some distance to work, 
this presents an insuperable obstacle to any collation of figures. 


Question 14d. Would you have any idea where to go to have it 
checked now? 


Percentage of respondents 
Answers All | Living in | Living in 
Bermondsey | Wandsworth 


‘At doctor’... ons Pea 10 | 5 18 
Yes< Some other place given .. 61 81 | 44 
No place given 2 As 13 | 10 14 
No he a en ae 16 4 24 


100 100 100 


This would seem to be a rather unfair question as most mass 
X-ray units are constantly on the move and there is no other 
place where a person can have an x-ray upon his own application. 
It is of interest to note that there were marked differences be- 
tween the boroughs in answer to this question, although there 
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were no differences in other sub-groups. The replies grouped 
under “Some other place given” consisted of particular ad- 
dresses or local buildings, such as Town Hall, which were not 
susceptible of further classification ; presumably they referred to 
the last known site of a mass x-ray unit. 

In view of the difference in the answers to Questions 14(c) and 
(d) given by Bermondsey and Wandsworth residents the follow- 
ing figures, supplied by the Statistician to the L.C.C. Public 
Health Department, are of interest. 


Table Vil. Pulmonary Tuberculosis Deaths in 1948 


London Administrative 
Bermondsey Wandsworth County 
Number Rate per 1,000 | Number Rate per 1,000 | Number Rate per 1,000 
45 0.74 164 0.49 1,900 0.57 


In this particular comparison between boroughs the. sample 
shows that the place with the higher death-rate is in fact getting 
the better coverage by x-ray. 


Questions in Group 5. Opinions upon the possibility and 
methods of treatment of Tuberculosis. 


The replies to questions in Group 5 were as follows: 


Question 10a. Do you think Question 10b. Do you think that 
that it is preventable ? it is curable ? 


Percentage Percentage 
Answers of all Answers of all 
respondents respondents 
Yes oe a 70 Yes, completely 
No - is % 19 Yes, partly .. * 20 
Don’t know .. 54 i WO Weeee «> is 25 
-- No ae is ie 10 
100 Don’t know .. a 5 





100 


Both questions show a majority view that the disease is both 
preventable and curable; and this view persists unchanged 
through all the sub-classes. 


Question 9. What is the best Question 16. Have you ever 
way of treating T.B. ? heard of the BCG vaccine ? 


Percentage Percentage 
Answers of all Answers of all 

respondents respondents 

Medical or Sanatoria me me 16 

treatment .. mi 23 ‘a Ap a4 84 
Rest... as me 33 - 
Good food .. - 30 100 
Fresh air i F 42 
Other oe He 6 
Don’t know .. o 13 








In Question g a respondent is entered against each treatment 
he mentions. In fact, 11 per cent of respondents specifically 
stated a combination of rest, food and air as the best treatment. 
The only difference apparent in the sub-classes was that among 
those who had had tuberculosis family contact only 16 per cent 
thought medical or sanatoria treatment the best way, as against 
23 per cent of all respondents. Question 16 calls for no comment. 


Question 17. Have you any idea what special provisions there are for 
people suffering from T.B.? 


Percentage of respondents 


Living | Living | With weekly 
in Ber- in | | income of 
mond- Wands- Men iin Under | Over 


sey worth £5 £5 


Answers 


Special hospitals 


and sanatoria .. 4 36 60 57 39 63 
Special food allow- 

ances : | 10 12 12 
Assisted treatment 

in Switzerland .. 3 4 4 4 
Other x a¢ 23 24 | @ | ae 
Don’t know 2 | 25 23 38 18 


} 


Here again the percentages add to more than 100 as an entry 
was made for each type of provision mentioned. Approximately 
a third of the respondents have no idea of any special provision ; 
about half are aware of special hospitals, but there is only very 
restricted knowledge of any other provisions. The differences 
between the boroughs and between the sexes are certainly due 
to the differences in knowledge according to income, Bermondsey 
having a lower income distribution in the sample than Wands- 
worth and women being paid less than men. It is interesting to 
note that the increased spread of knowledge going with a higher 
income is confined entirely to awareness of special hospital 
facilities. 

There remain two straightforward questions in which a definite 
majority Opinion emerges, but they are each of the same tenor 
as the strong majority opinion in Question 14(a); that is they 
express a hope or an approval of some action by remote Authority 
apparently beneficial and apparently involving no detriment to 
the respondent. There is nothing in the sample to show any 
difference in response to these two questions among the sub- 
classes. 


While the 68 per cent of Question 18 and the 80 per cent of 
Question 21 may be dismissed as examples of vicarious bene 
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Question 18. Do you think that Question 21. If the Government 
there are or are not sufficient spent money on sending patients 
hospitals and sanatoria available to Switzerland would you 
for T.B. patients ? approve or are there better 
Percentage things for them tc spend their 
Answers of all money on? 
respondents Percentage 
Are... oe dy 13 Answers of all 
Are not ee ay 68 respondents 
Don’t know .. - 19 Approve - 80 
Pa Approve, 
100 conditionally a 5 
Disapprove .. ? 10 
Don’t know .. ne 5 


100 





licence it is important to note that as many as 13 per cent thought 
there were sufficient hospitals, and that 10 per cent disapproved 
of sending patients to Switzerland at public expense ; although 
in the latter case there is likely to be the influence of a political 
reaction to the word “ Government” which occurs in the ques- 
tion. 


Conclusions and Summary 


An attempt has been made above to show the results of the 
inquiry in brief and to clarify their meaning where the interpre- 
tation of the figures is not obvious. In the population covered, 


namely, the residents in three particular Boroughs of Greater 
London which may be taken as representative of the whole of® 
the London area, the inquiry shows that: 

(1) The public is well aware of the importance of tuberculosis 
as a cause of death and tends to overestimate it. 

(2) There is not a widespread knowledge either of the symp- 
toms or of the “ causes” of the disease ; but on suggestion of 
specific conditions as “ causes’ they are generally agreed to. 

(3) Over half the people think that the disease is hereditary 
and another 20 per cent think it runs in families otherwise 
than by inheritance. 

(4) Most people think that it is preventable and at least partly 
curable. There is a fairly widespread belief in rest, good food 
and fresh air as methods of treatment. About 20 per cent of 
people would have these methods combined with medical atten- 
tion. 

(5) There is no particular opinion among either sex that the 
incidence varies with sex, but there is a majority who think it 
more likely to occur before middle age. 

(6) The rate of current family contacts is approximately 60 
per thousand ; and of all family contacts current and previous 
approximately 200 per thousand. 

(7) Approximately half the population claim to have been 
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chest x-rayed ; 20 per cent within the last year; but these 

inspections have covered the young and men more than the 

old and women, also the higher wage earners more than the 
lower. 

(8) In general there would appear to be scope for a good 
deal more education of the public in the facts relating to the 
disease. The popular exaggeration of the importance of polio 
which the inquiry shows itself emphasises the efficiency of 
publicity. 

In conclusion, the Division of Research Techniques of the 
London School of Economics would be glad to make available 
to anyone interested facilities for further analysis of the replies 
or details of the sampling methods used. 
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DENTAL Caries is a disease of the calcified tissue of the teeth, and 
is associated with accumulation of food on the tooth surface. 
If the lesion begins on a smooth surface it may spread over that 
surface in any direction until, by reason of the contour and 
position on the tooth, it is subject to the cleansing process of 
mastication. If caries begins in a pit or groove on an otherwise 
self-cleansing surface little spread occurs, but penetration is deep. 
The tendency for food to accumulate on the surface of the 
teeth is limited by the natural cleansing action of mastication 
and the type of food eaten. Such areas become infected with a 
variety of micro-organisms which produce an adherent membrane 
which may be either white or stained. These organisms use the 
food debris for their nourishment, breaking it down into various 
waste products by their digestive processes. Carbohydrates are 
fermented to acids, proteins to amino acids and ammonia, and 
fats to glycerol and fatty acids, each process consisting of a chain 
of chemical reactions, initiated by enzymes of bacterial. origin. 
Che chemical composition of the teeth is such that they are 
decalcified when placed in an acid buffered solution of pH 5.2 o1 
lower. Such acidity is reached when a medium containing soluble 
arbohydrates is inoculated with acidogenic bacteria, and an 
po increase in acidity has been found by direct measurement 
on the tooth surface, and in carious lesions after the ingestion of 
a carbohydrate solution. Sufficient acid can thus be formed in 
dental plaques to cause rapid solution of tooth substance. 
Bacteria capable of fermenting carbohydrates are present in 
every mouth. Of these the lactobacillus acidophilus has the 
greatest ability to survive in an acid medium, and consequently 
has been extensively studied. A correlation between suscep- 
tibility to dental caries, higher lactobacillus counts, and acidity 
on the surface of the teeth following a glucose rinse has been 
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demonstrated and a simultaneous increase in lactic and pyruvic 
acids has been shown in the same areas. 

Although no convincing evidence has been presented to indicate 
that the decalcification produced by acids on the tooth surface is 
identical with dental caries, it is considered that acid production 
on the enamel surface is directly related to the carious process. 

Dental enamel consists of approximately g5 per cent inorganic 
material, 4 per cent water, and 1 per cent organic material. It 
has been suggested that destruction of this organic material may 
precede acid destruction, but the organic material is the last to 
succumb to the carious process, and can only be attacked by 
proteolytic bacterial enzymes and staining solutions after it has 
been made accessible by acid decalcification and hydrolysis. 
Although the carious process must be a combination of decalci- 
fication of the mineral matter and decomposition of the organic 
matrix, the evidence suggests that acid decalcification must 
precede any organic disintegration. 

Although the metabolic pathways by which micro-organisms 
break down carbohydrates and proteins are well understood, the 
exact nature of dental caries is still not known, and moreover the 
exact composition of the tooth substance itself is still under inves 
tigation ; and until these two points are made completely clear 
preventive measures must be largely empirical. 

The rational method of preventing dental caries based on the 
present knowledge would be to minimise accumulations of food 
upon the surfaces of the teeth. This could be attained by eating 
rough fibrous foods, necessitating a change from our traditional 
diet, by artificial methods of cleansing, by removal of bacteria, 
by upsetting their enzyme aciivity, or by altering the tooth sur- 
face, render ring it less liable to attack. 


Diet 

The habitual diet of an individual or a community is con 
ditioned by a iarge number of factors, many of which are peculiar 
loa locality, and change entails consider ‘able effort. Individuals, 
and whole communities, have been known to change their diet, 
with a resultant change in the dental caries incidence. During 
war-time conditions many nations altered their dietary habits 
and a considerable reduction in dental caries was experienced. 
The diets were altered in many ways, including reduction in 
fermentable carbohydrates. However, it should be remembered 
that in England, although refined carbohydrates such as white 
Hour, sugar, etc., were reduced, the ratio of carbohydrate con- 
sumption to other food consumption (e.g., meat and fats) was 
increased. Communities changing their diet and experiencing an 
increase in dental caries have also been recorded on many 
occasions, such as when primitive people take up more civilised 
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dietary habits, and invariably individuals changing their dietary 
habits from a natural to a civilised diet suffer the same experience. 

With a few exceptions a high consumption of refined carbo- 
hydrates is associated with a high incidence of dental caries, but 
it must not be forgotten that other food substances may play an 
important part in susceptibility to dental caries; for instance 
increase of fats reduces dental caries experience. One fact seems 
indisputable, that before experimental caries can be produced in 
animals the diet must contain refined carbohydrates. 

The dietary habits of each nation differ and each can be con- 
sidered as carrying out a natural experiment in diet. From this 
and other data collected from clinical surveys of institutions, 
schools and from laboratory experiments it would appear that 
diet affects dental caries more than any other factor. 

When eating rough fibrous foods, such as fresh green vegetables, 
raw carrots, celery, fruit, meat and fish and whole-meal products, 
the teeth remain clean, for the fibrous nature of the diet 
mechanically scrubs the surfaces of the teeth involved in the 
turmoil of mastication. Moreover, such foods require lengthy 
chewing which induces a greater flow of saliva, and such foods 
do not contain fine particles of sticky fermentable carbohydrates. 

Much of our present diet is highly refined and only a small 
proportion is fibrous. Drastic change is not practicable but minor 
alterations and arrangement might produce considerable change 
in dental caries. 

A small number of meals a day is preferable to numerous carbo- 
hydrate snacks. The meal should where possible end with salad, 
fruit or savoury; butter, margarine and dripping should be 
liberally given and where possible wholemeal bread or rye bread. 

The foods to be avoided are white bread, cakes, buns and 
pastries, and soft puddings at the end of a meal, and particularly 
biscuits and milk in bed, immediately before falling asleep. 

Although minor alteration in diet can be brought about by 
education and stimulation of interest it is unfortunate that 
economic difficulties, habit and tradition, are generally insuper- 
able difficulties to such a preventive measure, since a reduction 
in dental caries comparable to that produced by dietary measures 
is difficult to attain by any other means. 

The diet taken during tooth formation has an effect upon 
dental caries experience. Results of an experiment carried out 
in Oslo have demonstrated that dental caries experience was 
less when there had been careful control of the diet during the 
ante-natal period and weaning, particular attention being paid to 
adequate amounts of calcium, phosphorus, and Vitamin D. 
However the benefit of this became less apparent with age, for 
the habitual diet has far more effect upon caries incidence than 
the diet taken during the tooth formation. 


34 





Fluorine 


One dietary substance taken during tooth formation which 
affects caries incidence is the trace element fluorine. Fluorine is 
present in trace quantities such as 0.1 to 1 part per million in 
almost every article of diet that we take, including meat, veget- 
ables, and cereals. It occurs in varying amounts in the drinking 
water ; surface water contains very small amounts of fluorine, 
but well-waters contain various amounts depending on the soil 
through which the water has filtered. The amount of fluorine 
ingested from the solid diet varies little from place to place, but 
as the fluorine content of the drinking water varies considerably, 
people in different localities consume different amounts of this 
trace element. It has been demonstrated in a comprehensive 
survey in the United States and in a smaller survey in this country, 
that dental caries experience is inversely related to the amount 
of fluorine ingested. All these surveys were carried out on drink- 
ing waters deriving their fluorine content from geological sources, 
the greatest amounts of fluorine being found in the water-bearing 
strata associated with phosphatic rocks and clays. This trace of 
fluorine in the water is not present as a salt in solution, but is 
in the ionised form, and may be only o0.1—1 per cent of the total 
weight of substance dissolved in the water. 

It has therefore been suggested that in areas where the drink- 
ing water is deficient in fluorine, the content could be raised by 
adding a trace of fluorine in some convenient form to the water 
supply. Such a procedure has been carried out in the United 
States and in Canada for between six and seven years. Interim 
reports on the reduction of dental caries have been up to expec- 
tation, and suggest that the reduction in dental caries, when 
fluoridation has been carried out long enough, will be similar to 
that of a community consuming water containing naturally occur- 
ring fluorine. In England the difference in dental caries of 
two communities, one drinking water containing a high fluorine 
content and the other a low, was found to be equivalent to a 
delay in dental caries of two years in the young child, three to 
five years at school age, and ten years in the adult. 

The amount of fluorine that can be ingested is limited. In 
some areas, where the fluorine content of the drinking water is 
above two parts per million, the inhabitants suffer from a white 
or brown discoloration of the teeth, the number of teeth affected 
and severity of the attack being associated with the level of 
fluorine in the water supply; until at levels of six parts per 
million the teeth are extremely unsightly and some of them even 
malformed. Such a condition is known as dental fluorosis. At a 
level of one part per million, however, no fluorosis occurs, and at 
a level of 1.5 parts per million the teeth only have an occasional 
white fleck, the earliest sign of fluorosis. In the surveys carried 
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out in England, where communities were taking between 0.8 and 
1.4 parts per million of fluorine, such a condition was seldom 
found and then only upon close scrutiny. In the Maldon area 
of Essex, however, where the fluorine level is above 3.5 parts per 
million, dental fluorosis 1s a common symptom. At or above the 
optimum level therefore the benefits of taking fluorine in the 
drinking water are offset by the appearance of dental fluorosis 
in an increasing number of teeth. 

The question of the toxicology of fluorine has been gone 
into thoroughly. ‘The first sign of excess fluorine intake is dental 
fluorosis. This is caused by fluorine being ingested during the 
period of tooth formation, due to an upset of the cells laying 
down tooth substance. After the teeth are formed and erupted 
no damage to the tooth substance occurs, and the taking of 
fluorine after tooth eruption does not produce dental fluorosis. 
Dental fluorosis is the most sensitive physiological response. . 

Fluorine taken in greater amounts, such as has been reported 
in factory workers exposed to powders, liquids, or fumes con- 
taining fluorine, produces a variety of symptoms. ‘These indi- 
viduals absorb fluorine in very great amounts—100 or more times 
than normally ingested in food or water. Increased bone for- 
mation is reported in these individuals. No bone lesions have 
been observed in communities in the United States of America 
taking drinking water of high fluorine content. In one particular 
area in India, however, bone symptoms have been reported in 
individuals drinking water containing up to 10 parts per million 
of fluorine ; but it has been suggested that these symptoms are 
found in association with severe deficiency disease. 

As excess fluorine is mainly excreted from the body in the 
urine, careful surveys have been made to investigate whether the 
kidney disease is more common, or takes a different course, in 
high fluorine areas ; no difference has been found. Various other 
severe diseases, such as heart lesions and cancer, have also been 
investigated ; but after careful investigation in no case has the 
ingestion of fluorine been connected with any severe disease, in 
spite of irresponsible reports to the contrary. ‘The authorities 
are wide awake to the possibility, however, and still more com- 
prehensive surveys are being carried out to make doubly sure 
that an increase in fluorine ingestion will not upset physiological 
balance in any way. 

As dental fluorosis occurs when the drinking water con 
tains more than two parts per million of fluorine, this 
constitutes the upper limit for the fluorine content of water 
supplies. ‘These supplies which are being artificially fluorinated 
as a public health measure use as their level one part per million, 
in order to obtain the greatest benefit without causing any 
adverse effects, and 100 or more communities are already 
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carrying out this measure in the United States of America. 

It has been suggested that as fluorine in the water supply only 
benefits the dental caries incidence when ingested during tooth 
formation—i.e., below the age of 8 years, a simpler and cheaper 
procedure might be to administer fluorine in tablet form to indi- 
viduals, either in their food or in their drinking water, instead 
of subjecting the whole community to water containing a high 
content of fluorine. As the margin between beneficial and exces- 
sive doses of fluorine is so narrow, however, the risk of a regular 
slight overdose is too great for the public to be given the respon- 
sibility of administering the correct amount. Another disadvan- 
tage of fluorine in solid form is that it is not so readily absorbed. 

Another method of utilising fluorine for the prevention of 
dental caries is that of applying it directly to the tooth surface. 
\ 2 per cent solution has been used for this purpose. There are 
however, considerable disadvantages in this preventive measure. 
Up to two hours is necessary for the treatment of each child, and 
the results are not as great as when fluorine is present in the 
drinking water during the years when tooth formation occurs. 
Large experiments have been carried out on topical application 
of fluorides on schoolchildren in the United States, and a consider- 
able reduction in dental caries has been claimed, but experiments 
made in other countries have not shown the same success. A 
large-scale experiment is being carried out in England at the 


present time by the Ministry of Education, and their report will 
be made available shortly. 


Oral Hygiene 
Oral hygiene, if rigorously carried out within a few minutes 
of taking food, has been shown to reduce dental caries by about 
per cent. But the degree of oral hygiene which can com- 
monly be practised probably makes little difference to dental 
caries experience, although in schools which have paid attention 
to the oral hygiene of the children a lower incidence of caries has 
been shown. The removal of bacteria without the removal of 
the food debris is an almost insurmountable problem, since the 
effect of an antiseptic mouth rinse is transitory. The various 
antiseptic toothpastes so far tested have shown very little reduc- 
tion in the numbers of organisms present in the mouth, penicillin 
being the only exception. But penicillin toothpaste is only men- 
tioned in order to give warning against its use. Continuous small 
doses of antibiotics such as penicillin are definitely contra- 
indicated owing to the very real danger of rendering potentially 
pathogenic oral bacteria resistant to penicillin, thereby running 
the grave risk of disseminating penicillin resistant organisms. 
Enzyme inhibitors have aroused considerable interest by many 
successful laboratory experiments, resulting in a marked inhib- 
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ition of acid production, both in the laboratory and on the tooth 
surface. Several innocuous substances have been found, but their 
effect in the mouth is only transient, partly on account of thei 
rapid diffusion from the site of acid production. One enzyme 
inhibitor that has been tested in dentifrices is urea, and this 
substance is the active principle of the so-called “ ammoniated ’ 
dentifrices. Like all enzyme inhibitors, it is only partially effec- 
tive in vivo, the effect being shown to be much greater when the 
plaque on the surface of the tooth was thin, plaque material 
offering a considerable resistance to penetration by these agents. 
It is probable, therefore, that the thicker growths of bacteria on 
tooth surfaces which are not reached by the toothbrush would 
also be out of reach of the action of the inhibiting agents. A 
considerable reduction in dental caries when dentifrices contain- 
ing urea were used has been claimed by a few research workers, 
but a large experiment with urea dentifrice, involving 2,000 
schoolchildren, showed very limited reduction in dental caries. 
Higher concentrations of urea than were used in this experiment 
have been suggested, but if greater concentrations are used 
damage to the gingival tissues may be experienced by some indi- 
viduals. In general the reduction in caries that can be expected 
by such a dentifrice is small. 

‘The use of enzyme inhibitors in food manufacture holds great 
possibilities as a preventive measure, but is not yet practicable. 


SUMMARY 

Of preventive measures that are available, that of augmenting 
the fluorine content of water to the level that shows a decrease 
in caries without any discoloration of the teeth would seem to 
be completely safe and a most useful procedure, and although 
not every child would necessarily benefit, as its water intake 
might be below average, the greatest benefit to the greatest 
number of children would result, and its effects would last well 
into adult life. 

Measures such as increased efficiency of oral hygiene, the use of 
various antiseptic mouthwashes and dentifrices are unlikely to 
be very effective. The alteration of a nation’s diet, such as the 
introduction of whole wheat and rye bread, and reduction of 
sugar and increase of fats, has been shown by comparative studies 
to produce the greatest change in dental caries experience, but 
such an alteration is hardly likely to take place. Apart from a 
change of diet, dental caries will, in spite of other preventive 
measures, continue to be the most common disease, and a con- 
siderable number of carious teeth in each individual will have to be 
treated annually. However, if regular dental attention is given 
and carious cavities are treated at the earliest stages by insertion 
of fillings, very few teeth need be lost through dental caries. 
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HEALTH EDUCATION 
IN RUMANIA 


BY S. LEFF, M.D., D.P.H., Barrister-at-Law, 
Medical Officer of Health, Willesden 








THe problem of method in health education resolves itself into 
how people at different ages can be taught to obtain, use and 
enjoy the fruits of modern medicine, and the general improve- 
ments in the standards of living that modern science and industry 
can provide. Health education is therefore intimately linked 
with the organisation of the health services in a country and the 
efforts made by the government, and the opportunities given to 
the people, to improve their standards of health and living. 

Seen in this light, a study of the introduction of health 
education in a country like Rumania can be of much interest to 
those in this country whose work is based on a tradition of con- 
siderable standing. The public health service in Rumania is 
very much a post-war creation, but in one respect it has the 
important advantage of being comprehensive and unified: health 
education can thus become an integral part of the health services. 
All the health services, the general practitioner, consultant, 
public health, and even industrial medicine, are administered by 
the Ministry of Health and the local authorities. The new 
Ministry of Health had to face many problems: Rumania was 
mainly agricultural, and many of the people were illiterate ; 
diseases such as typhus and malaria were prevalent, and the 
infant and maternal mortality rates were high. Health education 
alone could not be relied upon to solve all these problems: it had 
to be combined with a drive to improve the health services and 
living conditions of the people. And as I saw it in practice during 
my visit to Rumania last summer, changes were taking place so 
rapidly in the raising of health standards, that it would be true 
to say there was no sharp dividing line between the teaching and 
the application of positive health measures. 
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Maternity and Child Welfare 


An outstanding example was the campaign which I saw in 
progress for the reduction of the infant and maternal mortality 
rates. Before the war most Rumanian babies were born in home 
conditions of great ignorance and poverty. As far as the rural 
population were concerned, doctors and midwives were almost 
unknown, as were even the elementary rules of hygiene. It was 
all the more striking, therefore, to meet some mothers in a newly 
built maternity home in the village of Branesti, some twenty miles 
from Bucharest, and to see for myself the transformation in their 
lives that this simple health provision had meant. The home 
consisted only of three small, bare and scrupulously clean rooms, 
in one of which, the labour-room, a baby was being born during 
my visit. There was a doctor and midwife in attendance, and the 
doctor's residence was next door—an unheard of innovation for 
a village of this size. He told me he was spending three years 
there as part of his medical service, and although he agreed 
would be more pleasant to live in the capital, he explained that 
the work of persuading the mothers to make full use of the new 
services at their disposal was so absorbing that he found his work 
in no way dull or monotonous. The mothers in the small 
maternity home, to whom I spoke through the interpreter, were 
full of praise and enthusiasm. The Rumanian Ministry of 
Health has built about one thousand of such hostels, with a 
minimum of five beds. Within a short period of about two years, 
the numbers of mothers delivered under aseptic conditions in 
these hostels rose to almost 100 per cent, and they all attended 
the ante-natal sessions or were visited in their homes. 

The combination of measures for health education and the 
raising of the standards of the health services has resulted in a 
large reduction in the maternal mortality rates, and in the halving 
of the infant mortality rates within the remarkably short period 
of four years. 

How were these illiterate peasant women induced in so short 
a time to emerge from their dark but familiar surroundings and 
to seize without fear or suspicion the best opportunities that were 
offered for their safe delivery from childbirth? Obviously, the 
mere issuing of leaflets and pamphlets could not have achieved 
this alone. The people themselves had to be drawn into a cam- 
paign that they were helped to see as a matter of life or death. 
In whatever way the people came together, through village co- 
operatives, trade union groups, Red Cross organisations, a great 
campaign was launched, with the active help of doctors, health 
visitors, and specially trained people backed up by the Ministry 
of Health providing every available facility for publicity and 
propaganda. Meetings took place in every locality and special 
instruction was given for the need for adequate maternal and 
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child care. At the same time, health services were improved. 
Generous maternity allowances, supplementary foods and _ vita- 
mins and free clothes for babies were allocated. I saw this in 
practice at a large day nursery which I visited in Bucharest. The 
health visitor was giving a complete set of baby clothes to a 
mother considered to be in need, and she proudly allowed me to 
inspect the small garments. In her 15 years’ experience as a 
health visitor, she told me, only in the past year or two had she 
felt she was really being given the facilities to work well. At the 
same place, in a large airy dispensary, I saw people collecting their 
supplies of free additional milk and other foods. 


Typhus 


Another striking example of the possible results that can be 
achieved by health education is given by the Rumanian experi- 
ence in combating typhus. Up to the end of the war, 72,000 
people suffered from typhus annually, largely owing to dirt, lack 
of washing facilities, and illiteracy. In the year of my visit, the 
number had fallen to a few hundred. How was this accom- 
plished? I spoke to the Chief of the Epidemiological Department 
in Bucharest and he described to me the now familiar method of 
village meetings, talks in the factories and workers’ clubs, rein- 
forced by posters, leaflets and exhibitions on a national scale. 
The part played by the louse and dirt in spreading the disease 
was graphically explained and demonstrated. I was told about 
one village where the people were unconvinced that typhus was 
not infectious in the absence of the louse. A health worker 
demonstrated by sleeping in the same bed as a typhus victim ; in 
many such ways of improvisation, the health education of the 
people has been carried forward. An important part was played by 
appealing to the personal and national pride of the people. How 
could a young growing republic make rapid strides towards a 
higher civilisation and yet still suffer from a disease due to bar- 
baric habits and customs? The success of this campaign has 
been repeated in regard to malaria, where the number of cases 
has been reduced from 50,000 annually to 5,000. 


Health Centre 

Positive health education is greatly helped in Rumania by the 
fact that the country has hundreds of health centres as basic 
units from which all the health services can function. Many of 
the former clinics and out-patient departments of hospitals have 
been converted into new health centres, and many more have 
been built in the last few years; some have been attached to 
hospitals, community centres, and factories. They carry out 
research as well as treatment and prevention. I visited many of 
these, and in all of them I was struck by the vivid posters, graphs 
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and charts which covered the walls; even to one who was un- 
familiar with the language, they spoke eloquently of the advan 
tages of taking positive health measures, of exercise, good clean 
food preparation, and so on. 

Exhibitions 

Finally, a word about a form of health education which has 
become highly specialised in Rumania—exhibition work. This 
has become almost a popular form of entertainment, and there 
was a queue every time ! passed a particularly attractive one in 
the centre of Bucharest, which was called “ The Exhibition of 
the Evolution of Man”. ‘The queues were composed of school 
parties, youth groups, workers’ club outings, and other organi- 
sations, but in addition | saw numerous people from all sections 
of the community, including many elderly people, old peasant 
women, and young lads who appeared to have come up from the 
country for the day. ‘The exhibition itself was well lit and well 
laid out with life-size, life-like models, together with wall pictures 
which gave a stereoscopic effect. The origin of the world and 
of man from animals was traced in a most fascinating way and 
very simply. I spoke to the guide, who explained that he was a 
student on vacation, and that many students do this sort of 
work in art galleries, and so on, and are never short of an 
audience. The great appeal the exhibition held seemed to be 
not only in the bright presentation of information, but in the 
way in which the people themselves were shown to be taking 
an active part in the great story of man’s evolution and his grow- 
ing understanding and control of nature. It was a form of health 
education in its most hopeful aspect. 

The Ministry of Health in Rumania faces serious medical prob- 
lems. ‘They realise they cannot possibly win the battle for health 
alone: they require the assistance of their most important allies 

the people. Health education can play an important role in 
mobilising the people in this campaign so that they can go for- 
ward together with doctors and other health workers to complete 
victory over the ills of poverty, dirt and disease. 





» 


PUBLIC HEALTH EDUCATION * 








BY HOMER N. CALVER, 
Member of Executive Board, Society of 
Public Health Educators, U.S.A. 





Ever since health education became identified as a part of 
the public health programme, there has been confusion as to 
whether the term “ health education ” pertained to those planned 
programmes for education in health which were a formal part of 
a school curriculum or to the more general programmes con- 
ducted for adults principally by voluntary and official health 
agencies and carried on usually outside of the school environ- 
ment. To help clarify this confusion, it is becoming general prac- 
tice to refer to one as school health education and the other as 
public health education. ‘This distinction was high-lighted 
when the Society of Public Health Educators was founded in 1950. 

Beginning even before this, the realisation was growing that 
public health education is a part of adult education. As a result, 
trends in health education have tended to parallel the trends in 
adult education. There is an eagerness among public health 
educators to find ways to co-ordinate health education with adult 
education and to identify with programmes relating to com- 
munity organisation and citizenship. This has been manifested 
by such things as the growth of parent study groups in Maryland 
and elsewhere, the reaching out by the state universities into rural 
areas with health programmes as a regular part of their exten- 
sion programmes, the formation in New York of a State Health 
Council as part of a State Citizens’ Council, and internationally 
in the work of U.N.E.S.C.O..and W.H.O. 

Public health educators are more and more recognising that 
public health education must be a part of fundamental education 
for living and that the public health problems of a community 
are merely phases of the general community problem. 

To-day’s concern with problems—trying to help people iden- 
lify their own problems and help them to solve them—is in 
marked contrast to the earlier concern of health educators with 
media and materials. On programmes of meetings of profes- 
sional bodies one sees less and less time given to the expert who 
pontificates on the merit of this or that kind of exhibit, movie, 
pamphlet, or news item, or who gives ex cathedra proposals for 
solving the problems as seen by the expert. Health education 
has become more problem-centred, less method-centred, except 
as health educators are energetically setting about to acquire 
*Reprinted from Adult Education, Sept., 1952 (Adult Educ. Assoc. of U.S.A). 
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skill in the techniques of group development and other modern 
techniques of interpersonal communication. Instruction has 
given way to participation. 

In health education as in adult education, there is a lively 
appreciation of the value of multi-disciplinary thinking and 
training. More and more the social and educational psycho- 
logist, the sociologist, the cultural anthropologist and other 
social scientists are sitting in on health education research and 
planning. There is a striving to discover what are the basic 
motivations of people in relation to health and how health 
education can best be fitted to the goals which people have estab- 
lished tor themselves. 

The changes in fundamental outlook and approach are being 
reflected in programmes for training public health educators. 
With greater intensity and deliberation, public health educators 
are to-day re-evaluating the academic training needed by the 
health educator of to-morrow. Training courses leading to 
graduate degrees in health education are now 25 years or more 
old. After graduation, health educators met and dealt with the 
problems as they found them, regardless of whether or not their 
academic training had dealt with those problems. Academic 
courses were not always patterned to fit these discovered needs 
of the man or woman up against the hard realities of community 
life. To-day’s concern about course content includes concern 
with the problems of recruitment, pre-course preparation, field 
training, and inservice training. 

Many aspects of this intellectual ferment are symptoms of a 
growing professionalism. ‘This is not an isolated professionalism 
shunning contact with other disciplines or the stark problems 
of surviving and prospering in health and well-being in an 
atomic age. It is a professionalism which realises well that for 
success it must draw heavily on the older social sciences for 
guidance in its methods and perspective in its outlook and which 
must continue to base its educational content solidly on the 
biological sciences. The health educator is thus an intermediary 
through whom social science and biological science are joining 
hands. He is helping to erase the boundary line that has existed 
between these two fields. This boundary line is already on the 
way to becoming more and more obscure in the same way that 
the boundary line between physics and chemistry was shattered 
by the discovery of nuclear fission. 

Methods have changed and objectives have been enlarged. 
There is no doubt that the charter of the World Health Organi- 
sation was a potent factor in enlarging the imaginative scope of 
public health education. In this document the inspiring definition 
of health is: “A state of complete physical, mental, and social 
well-being, and not merely the absence of disease or infirmity ” 
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TOWARDS A THEORY OF 
NUTRITION EDUCATION 


BY F. LE GROS CLARK, M.A. 








‘THose of us who are concerned with food education in its broad 
aspects find ourselves reverting constantly to the old question of 
food tastes and habits. People have, of course, very varied and 
often curious tastes and habits. If their tastes accord with their 
physiological needs (and the right foods are available), then 
obviously no harm is done. But do they always accord with their 
physiological needs? And if not, why not? If they do not, why 
are they there at all? For we might at least suppose they have 
been evolved through centuries to help Man to survive as a species. 

One of the more recent contributors to the discussion is 
Mr. A. L. Bacharach, the biochemist, whose Science and Nutrition 
has become a standard textbook. In his paper on “The Man of 
laste "’? he asks precisely, “ Why does not my taste conform with 
my reputed requirements? Have these requirements been wrongly 
assessed? Has the human sense of taste, originally evolved to 
give perfect indications of what the body needs, been distorted 
by family, tribal, national customs .. . ” And he concludes his 
paper by suggesting that it is the measure of correspondence 
between tastes and needs, or its absence, “ that seems to me to cry 
for fundamental research in a world of expanding populations 
and of food supplies stationary at best for some time to come ” 
We can all agree with this ; and a few further comments on what 
he has to say would be useful for the educator. 


Tastes and Needs 


Bacharach begins with the biological problem. He feels that 
an acceptance of evolutionary theory would justify us in expect- 
ing “that the tastes determining what we like to eat should 
also indicate what our bodies require for their best working” 
Proceeding he points out that we know, after all, very little 
about the physiological needs of individuals. “It is now pretty 
generally recognised that the requirements necessary for achieve- 
ment of any particular nutritional status can as a rule only be 
stated for an average of a group.” This is unquestionably true. 
Quite apart from their tastes and habits, individuals vary also 
in their needs; and we are faced with the problem whether a 


‘Published in Chemistry and Industry, December, 1951. 
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man’s private tastes do not express some subtle way in which he 
himself varies from the average. 
According to Mr. Bacharach, “ Man’s general adaptability 

is due to his variability as a species. This variability may easily 
include large differences in quantitative and even qualitative 
food needs.” He quotes in evidence Dr. E. M. Widdowson’s 
report A Study of Individual Children’s Diets. This study, which 
was published shortly after the war, showed an unexpected 
variation between children of the same sex and age, who were 
healthy and had some freedom of choice in their diets. he 
study brings us, as he remarks, to the question whether there is a 
difference in appetites as well as in needs. Do appetites corre- 
spond in some way with needs, or are they working indepen- 
dently of them? 


The Evolution of Tastes 


Now we may agree that the human species Owes its success in 
the world partly at least to its adaptability in matters of food. 
This adaptability persists ; and it gives us prospect that in the 
long run we shall continue to adapt our dietary habits to any 
kinds of food on which we may have to rely. But if our tastes 
are a guide, then that guide was developed among our pre- 
human and early human ancestors over some hundreds of 
thousands or even millions of years, when Man was comparatively 

‘in a state of nature”. Tastes may then have been a guide to 
needs. It does not follow thai they have continued to be so 
during the few thousand years of civilised existence that emerged 
out of the primitive state. ‘They might, in fact, become positively 
misleading. In a previous article in this journal the possibility 
was suggested, for instance, that primitive men normally over- 
ate during periods of plenty, because they were as normally faced 
with periods of scarcity. It was a natural method of storing food 
in the form of fat; and it was associated with the most serious 
feeling of basic insecurity to which primitive men were subjected. 
We know that people to-day, especially children and adolescents, 
often respond to a vague feel*ng of insecurity by taking larger 
meals than they need. Have we here an adaptation that was 
originally useful but has now little or no value at all? 

Take again the desire for sweet things, on which Mr. Bacharach 
makes a few comments. “The small child . . . will at the 
slightest provocation stuff his small stomach with sweets before 
meals, to his physiological detriment when the meal is offered, 
to say nothing about the risk of psychological trauma in his elders 
and betters.” He adds that this seems to him “to be a normal 
taste, evolved for some obscure reason and shared to a less marked 
and more controlled extent by many adults’. The answer is per- 
haps that, since extreme sweetness as we know it to-day was a 
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very uncommon attribute of the natural vegetation, few primitive 
children had much of a chance of getting an excess of it ; certainly 
they did not get it in a refined form, but mixed with a small 
quantity of protein and some odd minerals. In that sugar is a 
quick source of energy and probably useful in the digestion of 
fats, any sweetish vegetable foods that were available had their 
physiological advantages. Hence the persistence of the taste in 
conditions where it is not so beneficial. 

We may incidentally suppose that tastes and appetites, which 
in Man are not at all so precisely fixed as in many other animals, 
could be safely subject to considerable variations. In fact it was 
of value to men in their wanderings about the earth to possess a 
number of loose marginal tastes, as it were, that could adapt 
themselves to any new kinds of edible vegetation they happened 
to encounter. The liking for sweet foods, which we share with 
many other animals, was possibly one of these marginal tastes, in 
our primitive state neither especially beneficial nor in any sense 
deleterious. 


The Changing of Food Habits 

That food habits do change or appear to change we know ; and 
it has frequently been pointed out in this journal that the fact 
gives us some prospect, though not necessarily an immediate 
prospect, of success in our schemes of education. “ During World 
War IL”, says Mr. Bacharach on this subject, “ there were many 
propaganda campaigns undertaken upon the assumption that you 
can change people’s food habits . . . over a wide field and in a 
relatively short time. In the last few decades such changes have 
indeed taken place, some of them quantitative, such as a greatly 
increased consumption of liquid milk and ice cream ; others were 
qualitative, such as the introduction of grapefruit and breakfast 
cereals. . . . Nevertheless there is always some degree of social 
resistance to changes in dietary habits, and apparently in 
particular to those habits peculiar to a locality or a trade.” 

It is indeed doubtful whether any food habit adopted by 
groups of men could be said to have any “ instinctive ’’ element 
in it. Apart from the habit of consuming edible substances, 
which is presumably “ instinctive”, we seem to learn by trial and 
imitation ; once we have learned, we may become very resistant 
to change. Mr. Bacharach here mentions the miner and his need 
for salt. “ The miner and the boiler maker, who work at high 
temperatures and perspire profusely, are in danger . . . because 
of the loss of sodium chloride (salt) in their sweat. It is also 
known that heavy workers in these categories . . . put salt into 
their water or even into their beer. I have yet to discover on 
what grounds this practice is so frequently attributed to instinct. 
Surely the young miner has been able to see and hear from infancy 
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onwards. He has observed what older miners do and he has 
probably been told why they do it.” 

This seems sufficient. But of greater interest perhaps is the 
question why our tastes change at all, and change at times almost 
abruptly. Often no perceptible change has taken place in us 
physiologically, such as might accompany a move to a more hot 
and humid climate or the emergence of some pathological con- 
dition of the body. For instance, there is the common case of the 
man who gives up sugar in his tea or coffee and then, as 
Mr. Bacharach says, arrives in a few weeks “ at a condition in 
which either liquid sweetened will strike him as more or less 
nauseating. Far more people”, he adds, “ than five years ago now 
consciously and genuinely prefer bread from 80—-85 per cent 
extraction flour to the old white loaf from 71 per cent flour.” 

I am not sure on what evidence he makes this last statement. 
Certainly it is very gratifying to find that this change in prefer- 
ence may have taken place. Circumstances undoubtedly alter 
tastes. Dr. Lepkovsky at a recent conference mentioned that 
American troops in a prison camp rated dried milk highest among 
all the food products in their food parcels, whereas closely similar 
troops, under field conditions, threw their tins of milk powder 
on to the rubbish dump. 


The Problem of Cravings 


The whole question of these occasional “ cravings” is obscure. 
Have people really a craving for meat? We are told they have. 
Yet, as Mr. Bacharach remarks, the craving is rapidly removed, 
once a man has visited a Dublin hotel and partaken of unusually 
large helpings of meat. 

It is certainly doubtful, I think, whether the desire for any 
food or any food taste ever reaches the level of a craving, as in the 
case of alcohol or drugs. For any food, of course, a strong desire 
may arise ; and this is especially the case where long deprivation 
produces a sudden resentment in the mind. At the close of war 
in 1918 the German civilians were said to express an inordinate 
craving for fat. Instances have been recorded where troops ate 
greedily of green vegetables, which they had not for some time 
tasted. It does not follow that they had an “instinct” that it 
would save them from scurvy, or even that they were consciously 
aware of it. By common experience what seems to happen is 
that a kind of taste memory suddenly concentrates upon a par- 
ticular taste, often a taste that has not been for some time 
gratified ; the man gets a yearning for it not unlike the yearning 
to hear a loved voice or smell the flowers of the homeland. 
During the war the present writer was surprised to find that a 
number of adolescents in a factory, when asked (among many 
other matters) what foods they missed, mentioned independently 
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a craving for rice pudding. There was, of course, little or no 
rice to be had. The case of the milk powder of the American 
prisoners-of-war can probably be accounted for in much the same 
way. Yet here we may have the fact that milk was known by 
them to be “ good for you”’. 

It is possible, indeed, that the rather primitive sense we call 
taste can, like the sense of smell, have at times a strongly nostalgic 
quality. What value that quality could have for Man we do not 
know. But it certainly seems to work that way. 

We shall probably gain a much deeper insight into the 
evolution of tastes and food habits ; and as we do so, we shall 
have to realise that they were developed to serve men living under 
very different conditions of life. ‘They have to be adapted by 
education to the changing conditions of civilisation, since by 
themselves they are no adequate guide to our modern needs. 
This is, in brief, the function of food education. Men can never 
dispense with education in matters of diet ; and it is to discover 
how best to present our teaching that the theory of food educa- 
tion, as part of health education, has come into existence. 


EDITORIAL NOTE 


The following films and filmstrips on teeth may be found useful for 
teaching purposes : 


FILMS 


tue Teeru. 16mm. Sound. 10 minutes. On hire from Encyclopaedia 
Britannica, Ltd., 102 Dean Street, London, W.1. 


Your CHILDREN’S TeetH. 35 and 16 mm. Sound. 15 minutes. Free 
loan from Central Film Library, Government Buildings, Bromyard Avenue, 
Acton, W.3. 


32 OF HerR Own. 16mm. Sound. 22 minutes. Colour. Free loan from 
Dental Board of the United Kingdom, 44 Hallam Street, London, W.1. 


Ler’s Kerp Our ‘TEETH. i6 mm. Sound. 20 minutes. Colour. — Free 
loan from D. & W. Gibbs, Ltd., 7 Bridewell Place, London, E.C.4. 


/ 


FILM STRIPS 


fue Terra. 7o frames. Full notes.  25s., from Encyclopaedia Britannica, 
Lid., 102 Dean Street, London, W.1. 


tue Use oF THE TootusrusH. 933 frames. Full notes. 12s. 6d., or on 
loan from Dental Board of the United Kingdom, 44 Hallam Street, London, 
tS 
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The Central Council for Health Education 
1953 SUMMER SCHOOL 


will be held at 


ROYAL HOLLOWAY COLLEGE 
Englefield Green, Surrey 


10th to 20th August Fee: £16 16s. od. 


New readers may be interested to know that each year the 
Central Council for Health Education holds a residential Summer 
School for professional workers in the medical, educational, indus- 
trial, and welfare services. Here medical officers, lecturers in 
training colleges and teachers, welfare, and personnel officers in 
industry and commerce, industrial nurses, health education 
officers, health visitors, midwives, district nurses, social workers, 
children’s officers, sisters and sister-tutors in the hospital service, 
and other key people meet to learn about what is happening in 
the world of health education, to hear about new experiments and 
developments, and to study modern methods of teaching and 
publicity. This unique opportunity for the field workers in 
health education in this and other countries to meet to discuss 
mutual problems and exchange ideas is a stimulating experience 
and one of the most important functions of the course. 

A feature of the school is the students’ committee, which is 
formed to present the students’ views on academic and social 
questions to the lecturers and tutors and to see that, as far as 
possible, all needs are met. 

The programme is organised on group discussion lines to ensure 
the fullest participation by all the delegates. The lecturers are 
all eminent authorities, and the discussion groups meet under 
tutors of wide experience. Demonstrations are given of the 
various aids and techniques that can be used for teaching pur- 
poses. A comprehensive library of health films and strips is 
provided, and programmes of special films and request showings 
are screened. There are displays of posters, pamphlets and 
exhibition material that is’ available, and a bookstall. Obser- 
vation visits are made to see health education projects in action. 

During the students’ leisure time local expeditions, theatre 
parties, social evenings, tennis and other recreational activities are 
arranged. It is realised that many of the delegates attend the 
course during part of their annual summer leave, and every effort, 
therefore, is made to combine an attractive social programme with 
a useful and interesting course. 

Any reader who would like further information about the 
Summer School or other educational activities of the Council 
should write to the Medical Director, The Central Council for 
Health Education, Tavistock House, Tavistock Square, W.C.1. 
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Diary or A Psycuiatrist, by James T. 
Fisher and Lowell Hawley. (Medi- 
cal Publications, Ltd. 1952. Pp. 
256. Price 16s.) 


Aged men of great wisdom and ex- 
perience often lack the energy and the 
incentive to embark on an autobio- 
graphy which would enrich the world. 
When a professional writer agrees to 
act as Boswell and, after recording 
every random thought, to render the 
whole into an attractive narrative 
then we have the perfect literary form. 
Mr. Hawley is much to be congratu 
lated here. The strong and colourful 
personality of Dr. Fisher shouts from 
every line. 

The unique character of Dr. Fishe1 
is another feature which makes this a 
remarkable book. At times we almost 
hear the voice of Will Rogers. 
is the worldly, shrewd, and tolerant 
American, country bred and broadened 
by European travel. Dr. Fisher was 
already a_ successful adventurer and 
businessman, able to assess human 
character, before he came to the study 
of medicine. His early environment 
would not meet with the approval of 
a children’s officer. At 9 he was sent 
to a cattle ranch where he learned a 
lot about animals and human nature 
under the guidance of characters fami 
liar in Wild Western fiction. Before 
he was 20 he had made 100,000 dollars 
in real estate. His father decided that 
he had better become a vet, but a girl 
he admired did not think that M.D.V. 
looked so nice as M.D. Entry into 
the medical curriculum was the result. 

European travel followed qualifica- 
tion, and Dr. Fisher spent some time 
in the clinics of the leading psychia 
trists. He found Freud unimpressive, 
and confesses that he learned more 
about him by reading than by listen- 
ing to him. Hypnotism was also much 
in vogue at the time, and Dr. Fisher 
studied it both in Europe and with 
Morton Prince in America. He actu 
ally underwent the experience of being 
hypnotised himself. 

Experience as an Army psychiatrist 
in both world wars evoked an interest 
in the assessment of personality. In a 
practical test Dr. Fisher was right in 
every case in the assessment of charac 
ter from physiognomy. 

Although he has practised psycho 
analvsis for over half a century he does 


Here 


not follow any particular scheme. His 
ideas are Pavlovian if anything, 
although he makes no acknowledg- 
ment to that physiologist, whose name 
is not mentioned at all. The nervous 
system is discussed in terms of a tele- 
phone exchange, with no hint that this 
concept is outmoded. 

At 87 Dr. Fisher has come to the 
conclusion that every situation pro 
duced in  psycho-analysis exists in 
actual life. His broad experience 
allows him to approach his own sub 
ject with the eyes of an onlooker. He 
believes, for instance, that if the sum 
total of all the authoritative articles 
on mental hygiene were taken then we 
should have an ‘ awkward and in 
complete summation of the Sermon on 
the Mount’’. He also sees modern 
civilisation confining itself within a 
tightening cocoon of inhibitions as a 
result of the material ends which deter 
mine physical and — drives. 

To read this book is a new experi- 
ence which would benefit — of 
adult years, be he doctor, psychiatrist, 
psychologist, or layman. There is a 
wealth of evidence here which will not 
be found in a dozen text-books o1 
works of reference. 


A. J. DALZeELL-Warp. 


THe Revucranr Heater, by W. J. 
Macmillan. (Victor Gollancz, Ltd. 
1952. Pp. 223. Price 19s. 6d.) 


The ‘‘gift’’ of healing, scmetimes 
called psychic or spiritual healing, re 
fers to the faculty possessed by certain 
persons of bringing about the recovery 
of a sick patient in a ‘‘ miraculous ° 
way. The bodily contact involved is 
generally minimal but the improve 
ment in health which results is usually 
immediately obvious both to the 
patient and the onlookers. The im 
provement, or cure, may be temporary 
or permanent. Complete cures some 
times require a number of such “* treat- 
ments ’’ over a period of time. The 
phenomenon is rare but is appar 
ently authentic. (The present re 
viewer has seen visible pathological 
changes disappear within seconds at 
the touch of a healer in a way beyond 
the comprehension of modern medical 
science.) No satisfactory or controlled 
study has ever been made of the scope 
and limitations of this form of heal- 
ing. All that can be said is that 
certain persons seem to act as a 
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Encourage mothers to sterilize 
babies’ feeding bottles and teats, and 
so combat cross infection that is the 
cause of so much infant sickness 
and diarrhoea. 

The Milton method of continuous 
sterilization is used by so many 
hospitals and clinics nowadays. 

It leaves no taste in bottles, teats 
or feed. 

For full particulars write to the 
Chief Bacteriologist, 

Milton Antiseptic Limited, 

John Milton House, London, N.7. 
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medium for the transmission of some 
\ lactor which operates in a beneticial 
manner entirely unknown to physio 
logy. Individuais able to transmit this 
strange ‘ power not inirequently 
possess oluer parapsychological attri- 
putes such as telepathy, clairvoyance, 
and clairaudience. 

i his book is an autobiography of an 
American who came to adopt the voca 
tuuon of °° healer ’ While he was a 
student of theology in London he was 
informed at a seance that he was the 
possessor of healing power. He was 
thoroughly scared by this intimation. 
When the seance was over he was, with 
reluctance, persuaded to treat a lady 
present who had a severe sinus cold 
with headache. Her symptoms dis- 
appeared as by magic within a few 
minutes. Further bewildering — suc- 
cesses occurred and he abandoned his 
prospective career as a churchman. 
After years of unsettlement he ulti 
mately secured consulting-rooms in 
Harley Street and patients were 
referred to him by doctors. 

Ihe account of his experiences is 
from the scientific point of view alto 
gether unsatisfactory. No account is 
given of even a single case which 
carries the slightest conviction to a 
trained mind. Ihe only one de 


tailed at any length is that of a young 
woman who had developed the almost 
invariably fatal disease of progressive 
muscular atrophy, but the description 
is melodramatic. 

While he is in action Mr. Macmillan 
makes certain manipulations and re- 


ceives an “‘ intuitive pick-up "’ as to 
the next step. He attributes his power 
to ‘*‘God’’. He regards himself as 
having a two-fold obligation—*‘ Ob 
viously my first loyalty lay in demon 
strating that the Power of Goc was 
infinitely more intense and complex 
than was understood generally .. . 
My second obligation was to act as 
custodian for this healing force. I 
define this aspect of my work as a 
necessity to provide a setting of sufh- 
cient dignity to merit respect from the 
most casual observer . . . 1 put up my 
fees to the level of the best talent in 
medicine. No one should make the 
decision to have this type of cure be 
cause it was cheaper . I felt that 
I should present a picture of success. 
Whether I am right or wrong in this 
belief I don’t know.”’ 

The book is very readable. Yet the 
serious student of the subject closes it, 
if not a sadder man, at least not a 
wiser one. 

J. L. Hatutpay. 
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[uRESHOLD OF THE ABNORMAL, a 
Basic Survey of Psychotherapy, by 
Werner Wolff. (Medical Publica- 
tions, Ltd. 1952. Pp. 473. Llus- 
trated. Price 30s.) 

This is an encyclopaedic and discur- 
sive survey of the multitude of subjects 
which have a bearing on mental abnor- 
mality. Anthropology, biochemisiry, 
physiology, endocrinology, crimino 
logy and psychoanalysis of various 
schools are all included, and the whole 
is vouched for. by references to 2,265 
works, apart from numerous feotnotes. 
We are told that the author took his 
doctorate in Berlin, but the faculty is 
not mentioned. Is it perhaps a little 
unfair to place this comment immedi- 
ately before the revelation on page g1 
that the pineal gland consists of ** an 
anterior and a posterior lobe, over- 
activity of the anterior lobe causing 
acromegaly "’ ? 

Like so many books directed at a 
public ranging trom the trained pro- 
fessional to the interested layman, this 
seems to fall between the two. After 
250 pages of highly technical material, 
for example, it is strange to be in- 
formed—in parentheses—that *‘trauma 
is the Greek word for injury ’’. With 
such a large field it is inevitable 
that the treatment of many of the 
subjects is superficial. In the briet 
description of microcephaly it seems 
superfluous to mention that the ** sex 
drive is weak or even absent ”’. 
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The 
loss of libido would not seem to be a 
very important aspect of Addison's 
disease, and to the layman these cata- , 
logue descriptions are bound to be 
misleading. In fact there may well 
be an impression that the whole sub 
ject is clear-cut and exact. ‘The facile 
treatment of Jeucotomy-—-persistently 
referred to as lobotomy—is a case in 
point. 

The illustrations are collected to 
gether at the end of the text ‘“* for the 
reader's convenience '’. As they form 
an ill-assorted collection and are di- 
vorced from the text which gives them 
meaning it is impossible to agree with 
this. 

Ihe description of the initiation 
ceremonies at a girls’ high school 
‘ which seem to the adult to be utterly 
mad ’’ and the recorded conversations 
of 4-year-olds in a nursery can be 
recommended to those whose experi- 
ence has led them to believe that they 
cannot be shocked. 


A. J. DALzELL-Warp. 





Heattn Epucatton Pitor Project iN 
1 ikEE VILLAGES IN Ecypr. (World 
Health Organisation, Geneva. 
1952. Lext in English and Arabic. 
Pp. 49. Photographs. No price.) 

A rural health programme was car 
ried out during July, August, and Sep- 
tember, 1951, in three villages near the 
W.H.O. ‘Lanta Demonstration Centre 
in Egypt. It was intended to use com 
munity spirit as the basis of a com 
bined operation in which the Minis 
tries of Health, Education, and Social 
Services co-operated with the advice of 
W.H.O. consultants. The field wor- 
kers were students of the Higher Insti- 
tute of Social Work for Girls who, after 
a short course of training there, lived 
in the villages where they were to 
work. ‘They concentrated on prob- 
lems of sanitation, housing, and en 
couragement in the use of the various 
clinic services. By home visits and the 
organisation of classes in schools and 
youth clubs they drew public attention 
to the health problems which could be 
solved alone by community action. 
Visual aids, discussions, and health 
plays were all employed. Evaluation 
meetings at the end of the campaign 
reported progress in rural sanitation 
and improvement in housing as well 
as increased attendance at antenatal 
and V.D. clinics. 

Additional interest lies in the chap 
ter on a we rural society which 
shows how all health education projects 
must be related to the environment 
in question. ‘This book should be of 
great value in training, and is recom- 
mended for study by all who are pre- 
paring for work in the tropics. 

A. J. Davzect-Warp. 


Pustic Heatin ts Propte, by Ethel L. 
Ginsburg. (The Commonwealth 
Fund, New York. 1950. Pp. 241. 
Price $1.75.) 

This is a report of a two weeks’ 
course for health officers held in 1948 
at Berkeley, California, in which 
psychiatrists, paediatricians, and senior 
public health workers took part. It 
provided lectures, discussion groups, 
and clinical experience, and was de 
signed to show the practical impor- 
tance of mental health principles in 
the daily work of public health offi- 
cials. The amount of time set aside 
for discussion was a special feature ; 
and the report, using verbal quota- 
tions from the complete mechanical 
recordings that were made, illustrates 
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the importance of this. The students 
were introduced to concepts strange to 
them; they were able to reason out 
the implications of the material set be 
fore them, and the account of their 
objections and, finally, their accep- 
tance is the most interesting feature 
of the book. The teaching of mental 
health principles to those working in 
other fields is not an easy task, and 
formal lectures that are customarily 
sought from psychiatrists, are not 
enough. The methods used here, 
although their description is long- 
winded and the quotations given are 


at times muddling to the English 


reader, are more effective. It is mainly 
a guide to those planning a mental 
health course ; it is less successful as a 
guide to mental health principles. 
W. WarREN. 


THe CULTURE OF THE ABDOMEN, by 
Fk. A. Hornibrook, with a Preface 
by the late Sir W. Arbuthnot 
Lane. (Wm. Heinemann, Ltd. 
8th edition. 1952. Pp. 103. 
Illustrated. Price 10s. 6d.) 

Ihe publication of the 18th edition 
is an indication of a book’s popular- 
ity, and indeed Mr. Hornibrook’s sys 
tem of exercises is founded on sound 
anatomical principles. Not only are 
the recti abdominis maintained in 
tone but attention is paid to the trans- 
verse and oblique muscles which tend 
to be neglected in exercises carried out 
in a slipshod manner. Neither are the 
gluteal groups neglected, and in the 
section on breathing exercises the free 
dom of the diaphragm is given the 
attention it deserves. 

All the greater pity that this excel- 
lent physical culture is accompanied 
by a text which preaches such out 
mo‘led doctrines on intestinal auto- 
intoxication and contains such phrases 
as “‘ the contents of your guts getting 
into your brain ’’. ‘The emphasis on 
massage is strange in view of the 
modern practice of physiotherapy, and 
in condemning the use of an abdomi- 
nal binder after childbirth the author 
is doubtless unaware of its value in 
the obstetric field and that matters 
more urgent than muscle culture are 
involved here. 

There is no doubt that the exercises 
would benefit every adult man and 
woman, but no reader should accept 
as scientifically proved the views ex- 
pressed in the text. 

A. J. DALzZELL-Warp. 





CONTROLLED PARENTHOOD, a Practical 
Handbook on Birth Control, by 
Raymond H. Boyd. (Heinemann 
Medical Books Ltd. 5th edition 
1952. Pp. 67, with glossary and 
index. Price 55.) 

This is a practical manual of contra- 
ception which can be safely recom 
mended to intelligent} men and 
women who need instruction in reliable 
methods. The author's style is shorn 
of any sentimentality or moral under 
tones, but it is apparent that he is 
sincerely disturbed by the world popu- 
lation problem and by the continued 
propagation of hereditary disease. A 
glossary enables the reader to under- 
stand the terminology used in the text 
and at the same time provides him or 
her with the vocabulary which is so 
much needed by those who dislike the 
semi-obscenities employed by so many 
patients when discussing their organs 
of generation. Diagrams and photo 
graphs are clear and helpful and the 
publishers may be congratulated at 
»lacing on the market so accurate and 
informative a work at a price which is 
less than the cost of 40 cigarettes. 

A. J. DALZeELL-Warp. 


MarrkiepD Love, by Marie Stopes 
(Hogarth Press. 26th edition, 
1952. Pp. 141, with appendices 
and bibliography. Price 7s. 6d.) 

Those who are not already familiai 
with this great classic should be 
advised that its tithe is no mere 
euphemism to conceal a_ treatise on 
sexual technique and contraception. 

Dr. Marie Stopes is a courageous 

pioneer who combines a general scien- 

tific training with exceptional literary 
ability and whose concept of life is on 

a plane much higher than the majority 

of those whom we have to teach. 

Throughout the text there is no depar- 

ture from the central theme that 

understanding of woman’s physiology 
and emotional nature is essential to 

the happiness of both partners in a 

marriage. The author may be re 

garded as the first great liberator of 
women in a field which receives scant 
attention from political emancipators. 

This book should be on the book- 

shelves of all cultured families, for it 

will not only delight the members but 
if they happen to be educators they 
will derive inspiration for their task 
of teaching those who must of necessity 
he approached on a more earthy plane. 
A. J. DALZELL-Warp. 
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\ MARRIAGE MANUAL, by Hannah M. 
Stone and Abraham Stone. (Victor 
Gollancz, Ltd. Revised edition, 
1952. Pp. 314. Price 12s. 6d.) 

This book is aptly described by its 
sub-tithke—A Practical Guide-Book to 

Sex and Marriage. The authors set 

out to answer all the questions which 

are likely to be asked by a couple 
contemplating marriage. ‘The question- 
and-answer form in which the book is 
written tends to break up the subject 
matter but no doubt increases the 
readability. The answers to the ques- 
tions posed are accurate within the 
limits of the simplicity which is neces 
sary to make certain subjects compre 
hensible to the layman. The authors 
wrote with an American audience in 
view, which accounts for the rather 
frequent references to the Kinsey 
report, the background of which may 
not be well known in this country. 

On the whole the book has been well 

adapted for British readers, and can 

be recommended to the public for 
whom it was intended. 
SytviA D. LAWLER. 


I HE CHANGE OF LIFE AND ITS PROBLEMS, 
by Lilias Blackett Jeffries. 


(Victor 
Gollancz, Ltd. 1952. Pp. 125. 
Price 4s. 6d.) 

It is a good thing that the subject 
of the change of life is no longer 
taboo. Women have always had every- 
thing to gain by getting knowledge ; 
but until the recent spate of books on 
this subject it was almost impossible tor 
even the most cultured woman to get 
sensible information about this stage 
of life. The small book under review 
offers plenty of common sense about 
the emotional difficulties and adjust- 
ments. ‘The medical aspect is rather 
more slender, perhaps even a little 
farile. It suggests that flushes ‘* are 
seidom troublesome for more than a 
very few weeks "’ ; and that diminish- 
ing loss of periods earlier than 4o will 
be caused by anaemia, strain, or some 
definite disease. These observations 
would hardly be borne out by experi- 
ence; but in all other aspects the 
medical section is sound. ‘There are 
excellent chapters devoted to husband 
and wife ; to the married woman with- 
out children ; to the mother ; and to 
the single woman. ‘The background 
of the book is religious and therefore 
yarticularly helpful to some readers. 
Most women would find advice in this 
book which is both useful and pleas- 
antly and sensibly presented. 





GrowinG Ur, Parts | and I, by Mary 
Thomas. (A. & C. Black, Ltd. 
1952. Part I: Pp. 8+128. Price 
58. 6d. Part IL: Pp. 84112. 
Price 58.) 

The content of this text-book of 
health and hygiene for girls has 
emerged from the classroom experience 
of a teacher who has appreciated the 
need for a planned programme of 
health education for her pupils. Part I 
provides a simple outline of human 
anatomy and Toaatebons, and empha- 
sises constantly the need for personal 
and environmental hygiene. Part Il 
gives practical advice on such ques- 
tions as fashion, make-up, speech and 
manners, explains clearly the processes 
involved in human reproduction, and 
devotes a chapter to mothercraft. An 
especially welcome feature is the sec 
tion which deals with the health and 
social services. 

This text-book is well planned and 
clearly illustrated. It provides much 
material for class discussion and is 
particularly appropriate for use with 
secondary school pupils of average 
ability. 


Beatrice Davies. 


FILM STRIPS 


We are familiar with 
visual presentation ; we are familiat 
with the educationist’s insistence on 
the importance of active thinking in 
the learning process. The Industrial 
Welfare Society is to be congratulated 
on a remarkable contribution to health 
education in the field of human rela 
tions which combines the two. 

The series of film strips on Human 
Problems at Work is designed to pro 
mote group discussions, and covers 
many of the day-to-day situations 
which trouble the worker and manager 
in modern industry. A-situation taken 
from life is photographed and the story 
followed through to a point where 
some responsible person has to take 
action. At this point the strip ends 
with the question to the audience : 
What would you do? Great care is 
taken to give most of the relevant 
facts, but as in real life many of the 
characters act impulsively without pro 
perly informing themselves. 

The result of this is that situations 
arise to which there is clearly no set 
solution, and the discussion groups, 
depending on their composition, pro 
pose very different courses of action. 
In arriving at their conclusions they are 
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forced to look at the people's be 
haviour from many different view 
points, and to consider situations 
which sooner or later they are very 
likely to meet before they are actually 
involved in them. 

Ihe photography and reproduction 
is generally of a high standard, and 
the scripting excellent. ‘The narrative 
in all cases is well recorded, and voices 
representing the actors are used where 
necessary. Though this procedure 
adds to both selling and production 
cost, it standardizes the case history 
and- enhances the “ reality "’ of the 
situation greatly. 

Handled by a competent discussion 
leader the audience can explore quite 
»rofoundly the springs of human be 
iaviour. Though the themes are in 
dustrial, the situations are universally 
applicable to health education. Nine 
teen titles are available, price {£3 3s. 
each, or they may be hired for 15s. a 
week each. Full details can be ob 
tained from the Industrial Welfare 
Society, Inc., 48 Bryanston Square, 
London, W.1. 

Joun Burton. 


ScHOOLBOY BoxING. (Brighton Educa- 
tional Film Society and the Schools 
Amateur Boxing Association. 39 
frames. Black and white. Notes. 
Price 158., from Educational Pro- 
ductions, Ltd., 17 Denbigh Street, 
London, S.W.1.) 

A straightforward description of at- 
tack, defence, fouls, etc., in boxing, 
suitable as an introduction to the sport 
for 12 years plus. 

JOHN BuRTON. 


Correct MertrHop OF NAPPIE 
CHANGING. (Camera Talks for the 
Mothercraft Training Society and 
Johnson & Johnson, Ltd. 48 
frames. Black and white. Price 
21s. from Camera Talks, 23 Den- 
mark Place, London, W.C.2.) 

A clear description of an efficient 
and hygienic method of changing an 
infant’s napkin, demonstrated by a 
uniformed nurse with equipment 
above the standard of a working-class 
home. The inclusion of pot-training 
would not meet with universal appro- 
val. Suitable for showing to nursery 
nurses, senior girls at secondary schools, 
and to mothercraft classes for young 
mothers. In most welfare centres the 
health visitor would. have to suggest 
various improvisations to replace the 
equipment demonstrated. 

A. J. DaLzect-Warp. 
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TEETHING TROUBLES 
by R. S. Illingworth, M.D., F.R.C.P. 


LACTATION AND EDUCATION 
by Anne Burgess, M.B., Ch.B., L.D.S., 
et al. (Reprinted from “‘ Health Education 
Journal’, Fuly 1952) 


Aftercare leaflets produced by the Department of Medical Mlustration, 
Guy’s Hospital, for the C.C.H.E.:— 


PosTURAL DRAINAGE OF THE LUNGS 6s. per doz. 


BREATHING EXERCISES 6s. 
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